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The right shape 


makes if 
a wither, 


—jt’s the 
CUTTER SEDIFLASK, 
now with A-C-D SOLUTION* 





For peak plasma production and economy of operation, you just can’t 
beat the Cutter Sediflask! 

Now, with Cutter’s A-C-D Solution—which preserves whole blood 
up to 30 days—it's the ideal combination for avy hospital, any size. 

During the war, it was determined that A-C-D blood, which had 
been stored for more than a few days, could not be centrifuged without 
greatly increased hemolysis.t Obviously, Cutter Sediflasks are the logi- 
cal answer, because— 





within 30 days may be aspirated 
off. Why not call your Cutter 
distributor at once? 


1. Easy, natural sedimentation 
afforded by Sediflasks doesn't 
damage cells. Hemolysis is mini- 
mal, with less free potassium 





likely to invade plasma. 


2. Sloping walls make for more 
complete sedimentation. Red 
cells don’t hang up. 


3. “Hourglass” shape reduces 
area of contact between cells and 
plasma. Maximum amount of 
plasma can then be aspirated off 
without centrifugation, 


With A-C-D Solution, plasma 


from blood not administered 


* Acid-Citrate-Dextrose. 


tReported by the Blood and Plasma De- 
partment, United States Naval Medical 
School, Bethesda, Maryland. 
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LLIGRAMMUNITAGE 
LABELED 


Effective immediately, every vial of 
Penicillin-C.S.C. will state the po- 
tency of the product in units per 
milligram. 

The high state of purification 
achieved in Penicillin-C.S.C. is in- 
dicated by this unitage per milligram 
statement—in no instance will Peni- 
cillin-C.S.C. contain. less than 1300 
units per milligram. 


PENICILLIN-C.S.C. 


As the illustration, indicates, Penicillin-C.S.C. now offers two 
important advantages: 


A) &xact milligram-unitage labeling enables the physician 
to know precisely what he is administering so far as purity 
is concerned. 


B) Purity above 1300 units per milligram largely avoids the 
reactions attributed by many investigators to insufficient 
purification. 


rcSc | PHARMACEUTICAL DIVISION 


17 East 42nd St., New York 17, N. Y. 
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Give Your Laundry Department. 


FIGHTING CHANCE, / 
ne 


WITH EVERY room, every ward bed occupied, 
and a long list waiting, your laundry depart- 
ment is of topmost importance. Is it helping 
or dragging back? 


Every department in the hospital depends on 

LINENS - the laundry. Yet it is often one of the most neg- LINENS 
lected departments, sometimes limping along 
with ancient machinery, a constant threat to 
hospital efficiency. Keen-minded top executives 
who give it a minute’s thought, will see how 
vitally important it is to give the laundry a 
fighting chance. 

Why not find out how improved methods, ma- 
chines and equipment, can cut laundry costs 
way down, lengthen life and wearing quality LINENS 
of hospital linens? Why not make sure your 
hospital will always have an uninterrupted flow 
of snowy sterile sheets, spreads, towels, bed- 
ding, uniforms? 

It’s easy to get the facts. Ask NOW, for our 
Laundry Advisor, to analyze YOUR particular 
hospital's laundry condition. He can show you 
how to boost efficiency WAY UP, in your laun- 
LINENS dry department. LINENS 
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DINING ROOMS NURSES’ ROOMS 





The highly efficient NURSES’ UNIFORM Press Unit 
means smart staff appearance, lower finishing costs. 


Ohe AMERICAN LAUNDRY MACHINERY COMPANY 


+ oR ” CINCINNATI 12, OHIO 











M. Burneice Larson, Director 


The hospital . . . an organization 
that’s fine and famous if its 
people are fine and 
famous, too. 


How easy to make your hospital 
great. 

How simple if all the thinkers in 
it are smart, alert, eager, pleasant, 
thoughtful, stout-hearted . . . and 
that isn’t too much to ask of any 
one of them, nor of all of them. 
People make a hospital great. 
They make your hospital a great 
mother to your community; or, they 
make it an institution, dispirited, 
uninspiring, unloved, some doubt- 
ed, never the living beautiful thing 
it can be 


Find that first kind, gradually, sure- 
ly. Ask us and we will help you find 
them. For in our files we have a 
group of folks who love their chos- 
en work. They’re eager, under- 
standing, they’re skillful, self-reli- 
ant, self starters, they’re smart and 
spirited . . . American Board men 
who are qualified to head the de- 
partments in hospitals, medical 
schools and groups . . . younger 
physicians interested in obtaining 
further hospital training . . . ad- 
ministrators . . . executive and staff 
nurses . . . dietitians and nutrition- 
ists . . . scientists and laboratory 
workers . . . and they’re waiting 
to be fitted into jobs they’d revel 
in; jobs that would suit them men- 
tally, physically; jobs they’d work 
and smile in, and love, the livelong 
day ... for years. 

Write and tell the kind of work 
that you want done; ask for folks 
who would help you make your hos- 
pital great. We will find them for 
you, that is our great work. 


M. BURNEICE LARSON 
Director 
The Medical Bureau 


PALMOLIVE BUILDING 
CHICAGO 11 














 igomadieoresicge for the New Eng- 
land Hospital Assembly which 
I attended March 11, 12, and 13 
and the enthusiasm displayed in- 
dicate that 
1946 will be [= 
the kind of 
convention 
year that’ we 
all had hoped 
would come 
with a return 
to peace. Like- 
wise the ex- 
hibits—an_ ar- 
ray of new 
equipment 
and supplies that far exceeded any- 
thing expected so early in the pe- 
riod of reconversion. The program 
was especially well devised. It 
placed emphasis on subjects that 
were strictly current without de- 
priving those in attendance of the 
chance to review recent changes. 
Sectional meetings were conducted 
for the first time, and every one was 
filled to capacity. The New Eng- 
land Hospital Assembly can take 
pride in the job done by President 
Carl A. Lindblad, Secretary Paul J. 
Spencer, Program Chairman Allen 
Craig, M.D., and the many others 
who lent their assistance. 





kk 


Almost every newspaper or peri- 
odical now carries advertisements 
from the railroad companies, steam- 
ship lines, hotels, building material 
companies—nearly every organiza- 
tion competing for the consumer 
dollar—all directed toward describ- 
ing the benefits peoples will de- 
rive when postwar plans become 
real. While it is true that the public 








could not realize the serious prob- 
lems: which hospitals have had to 
face because of the large number of 
professional and non-professional 
workers in military service during 
the war, the public has nonetheless 
been patient and forbearing. It de- 
serves a break. Hospitals should be- 
gin to lift the curtain now on what 
they plan for the future. 


I know that our professional jour- 
nals and our meetings will give 
much attention to this kind of plan 
ning, but if the railroad companies, 
steamship lines and other industries 
find it desirable to call attention to 
the kind of service that may be ex- 
pected in a year or two, should not 
hospitals also think in terms of let- 
ting the public know what they 
plan for its health, comfort and 
convenience? 


Might it not be desirable to bring 
the public into some of this plan- 
ning? More and more local hospital 
meetings, such as the recent one in 
St. Louis, include talks from repre- 
sentative patients. The possibilities 
of this kind of public relations is en- 
gagingly brought out by the subject 
assigned to a patient in St. Louis: 
“The Patient Talks Back.” 


Many doctors and hospital ad- 
ministrators believe that the pub- 
lic’s desire for more privacy is not 
in the interest of the patient. They 
point to the economy of serving 
more than one patient in a room, 
which makes lower rates possible, 
and to the therapeutic value of hav- 
ing more than one patient in a room. 
Nonetheless, it is my belief that a 
survey of patients’ desires would in- 
dicate that people want more ptt 
vacy, not less. If this is true, it ma) 
be easily determined by a survey 0 
the community. It is up to us to dé 


HOSPITAI 












In Variable Conditions, Rely on... 


than thos? 
«McKettrick, 


R. W:: 
inai HosP- 


jgendrath, ao 
* Urology: Ps 
1938, P- . Root, H 
3. Joslin, ©- “: Treatmer! 
Marble, te aekphia, 
‘Chapter XXV- 
COMP 


will be gyrnished on req 


HIGH FUNCTIONAL TENSILE 
STRENGTH IS AN ADDED 
MARGIN OF SAFETY 


Conditions, such as diabetes, are frequently en- 
countered in surgical patients which adversely 
affect the prognosis in operative surgery. For many 
such patients, the suture’s holding power during 
initial wound healing is important. After fibro- 
plasia sets in, the suture must supply holding power 
which the healing wound cannot bear. 


Uniformity in tensile strength and relative free- 
dom from variation—characteristics of Curity cat- 
gut—are vitally important in the suture. 


Confirmed by Experiment 


Thousands of animal experiments, based on the 
average strength of sutured muscle tissue, prove 


Curity Suture Laboratories 


SS ern. eT oe 


Division of The Kendall Company, Chicago 16 
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that Curity catgut maintains more than adequate 
functional tensile strength during absorption—an 
added margin of safety for the patient. 


Curity catgut also has an unusually high wet 
tensile strength—as important in the early post- 
operative period as when the surgeon ties the knot. 
NO CATGUT SUTURE OF U.S.P. QUALITY 
AVAILABLE TODAY IS STRONGER THAN 
CURITY. 


The card above, second of a series featuring bibliog- 
raphies and extracts from the last five years’ literature 
on variable conditions of patients in relation to sur- 
gery, may be clipped for your Operating Room Bulle- 
tin Board to call your surgeons’ attention to the free 
bibliographic service. 
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an illustrated circular in 
which is pictured the entire 
line of Hollister Birth 
Certificates. Other items 
of our service ate pictured 
and fully described. 
Items comprising the 
Hollister Birth Certificate 
Service are listed below: 


Hollister Quality 
Birth Certificates 


Frames for 
Birth Certificates 
Perfected 
Footprint Outfits 
Long Reach 
Seal Presses 
Graduation Diplomas 
for Schools of 
Nursing 
Stationery for 
Hospitals & Schools 
of Nursing 








all hospitals. If not received by your 


We are mailing the file folder to 
hospital, please write for it. 


Franklin C. Hollister” 
538 West Roscoe St i wi 
CHICAGO 13 








sign our hospitals in such a way as 
to satisfy prospective patients, yet 
not lose sight of comfort, efficiency 
and economy. 

While most hospitals try to ar- 
range for adequate parking space 
for visitors and staff, they do not re- 
gard it as essentially a responsibility 
of the hospital. Yet, if you have had 
to visit a patient in the hospital, 
and have had to park your car sev- 
eral blocks away from the entrance, 
you understand the benefits of con- 
venient parking arrangements. An 
adequate parking lot, well located, 
whether or not it does represent a 
considerable initial expenditure, 
should be provided. Its cost of up- 
keep is not prohibitive. It is some- 
thing to think about in making fu- 
ture plans. 

No one has publicly commended 
hospitals for the extraordinarily 
good job they did in helping to 
bring the advantage of hospital care 
to the people. Using obstetrical care 
to the mothers as an example, this 
was actually accomplished by many 
different devices, and a first-class 
merchandising job was done. While 
“anxiety rooms’ for expectant fa- 
thers and the prominence given to 
nursery viewing windows have been 
relatively unimportant additions to 
hospital care, they nevertheless were 
useful means of bringing the story 
of hospitals to the people. 
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To insure that veterans will ob- 
tain the quality of medical and hos- 
pital care and treatment in veterans 
hospitals that they would get in 
hospitals attached to the nation’s 
leading medical schools and centers, 
Dr. Harold Diehl, dean of medical 
science, University of Minnesota, 
recently disclosed that the Veterans 
Hospital at Fort Snelling had set up 
a modernized system of medical con- 
sultants and resident physicians in 
conjunction with the university. 
Under this program the University 
of Minnesota Medical School will 
assume almost complete responsibil- 
ity for medical service for veterans 
to this hospital. Dr. Diehl reports 
that a large number of the medical 
faculty—including virtually every 
department head—will serve as ad- 
visors to the veterans hospital pro- 
posed staff of about 70 fulltime doc- 
tors. 


Dr. Paul R. Hawley, chief medi- 
cal director of the Veterans Admin- 


istration, has notified the loca] 
deputy Veterans Adminisi:ation 
administrator of these appoint. 
ments. Dr. Hawley disclose«! that 
forty-odd Class A medical schools 
have expressed interest in joining 
the Veterans Administration pro- 
gram to give veterans “a medical 
service second to none in the 
world.” 

Residents assigned to the veterans 
hospital—now under supervision by 
the university medical faculty and 
other qualified physicians—are to 
meet the requirements of their va- 
rious specialty boards. 

This is a significant step, bringing 
about the best of medical care for 
veterans as well as developing an 
educational program for young 
physicians. 

x kk 


There are many little attentions 
in the care of the patient that make 
his hospitalization more pleasant. 
These were discontinued during the 
war because they were not consid- 
ered essential to rehabilitation of 
the sick or to the maintaining of 
good quality hospital service. Since 
V-J Day, however, we have begun to 
restore some of these niceties. We 
have always kept, and protected 
with the greatest of care, a sunshine 
file where letters complimentary to 
our service are filed. During the war 
there weren’t many of these, but 
they are again beginning to make 
an appearance. The following letter 
addressed to Charles 'T. Miller Hos- 
pital was interesting and, to say the 
least, amusing: 

HARDWARE Co. 
Established 1887 ——, Minn. 


Charles T. Miller Hospital, 
St. Paul, Minn. 


“Dear Staff: 

“I want to thank you all for the 
kindness and care I had while a 
recent patient at your hospital; with 
the help situation and everything 
considered I think those folks on 
the second floor are doing a wonder- 
ful job. You have excellent drink- 
ing water, sure was appreciated. 
Thanks.” 

Gime TT) 
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Greater flexibility now -.. 


. 


» 


Q units 
per CC. 





THE NEW STRENGTH Of ‘Wellcome’ Globin Insulin 
with Zinc, 40 units per cc., gives the physician 
greater flexibility in prescribing globin insulin to 
meet patients’ needs. The lower strength is par- 
ticularly suitable for milder cases where fewer 
units are needed for diabetic control. While the 
U-80 continues in wide use, especially for moder- 
ately severe and severe cases, the new strength 
enables the practitioner and patient to meet 
insulin requirements more closely. 

Other recognized advantages of ‘Wellcome’ 
Globin Insulin with Zinc still hold, of course—the 
relatively rapid onset, the sustained action for 
sixteen or more hours covering the period of 
maximum carbohydrate intake, and the dimin- 


ra BURROUGHS WELLCOME & CO. (U.S.A.) INC. 9 & Il EAST 4IST 
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ished activity at night minimizing the likelihood 
of nocturnal reactions. 

The new 40 unit strength will be readily dis- 
tinguishable by a distinctive red and tan label. As 
before, the 80 unit per cc. ampule is easily recog- 
nized by its green and tan label. Both strengths 
are available in vials of 10 cc. Developed in 
the Wellcome Research Laboratories, Tuckahoe, 
New York. U.S. Patent No. 2,161,198. Literature 
on request, ‘Wellcome’ Trademark Registered. 


‘WELLCOME?’ 


Globin 


Insulin 


WITH ZINC 


STREET, NEW YORK 17, N.Y. 





Volunteers From Now On—Will hospitals generally find the war- 
time type of expanded volunteer program a sound peacetime 
program also—Members of the Association express their views 


here: 


Return to Fulltime 
Paid Employees 


CARL A. LINDBLAD, FACHA 
Director, Homeopathic Hospital 
Of Rhode Island, Providence 


SO MUCH TIME at hospital associ- 
ation meetings and space in hos- 
pital magazines has been devoted 
to lauding the work of the volun- 
teers in our hospitals that there is 
no question as to the vaue of the 
services rendered. 

This is especially true of the 
work of nurse aides and dietetic 
assistants. As we know, many hos- 
pitals were compelled to curtail 
their activities, close portions of 
the accommodations for patients 
and otherwise restrict operation 
because of lack of sufficient per- 
sonnel. Other hospitals were ena- 
bled to continue at full operation 
or even expand their work only 
because of this very valuable free 
work performed by volunteers in 
many capacities. 

The volunteer movement was 
born of a necessity during the war 
years. Volunteers were recruited to 
a large extent from that large body 
of men and women who had sons 
or daughters in military service 
and who felt that they were in 
some degree contributing toward 
the war effort by aiding the sick 
and injured, thus deriving a per- 
sonal satisfaction and comfort from 
their efforts. 

This personal incentive has now 
been removed. Soon after V-J Day 
the interest waned and although 
the hospitals are still faced with a 
serious shortage, particularly. in 
the nursing field, only a small per- 
centage of the volunteers continue 
their interest and their efforts. 
With the return of their loved 
ones, requiring their personal time 
to a large extent, this volunteer 
service, formerly so willingly con- 
tributed, has lost its appeal. 
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If volunteer work is to be con- 
tinued and expanded, it will be 
necessary to reorganize it under a 
definite schedule of hours and ex- 
plicit duties to be performed. This 
can be efficient only under a full- 
time paid director supervising ac- 
tivities. These duties will include 
continuous contact with the pub- 
lic, through which a flow of new 
volunteers can be enlisted, and a 
careful personal supervision of the 
duties to be performed. 


It takes an unusual person to 
stimulate the volunteer so that he 
or she may find pleasure in con- 
tinuing the work. Only in a large 
community with many to draw 
from will it be possible to cover 
properly the duties to be per- 
formed. 

It is assumed that most af the 
work is of a character that must 
be performed day and night and 
that the volunteers are really tak- 
ing the place of fulltime paid em- 
ployees. This is true of nursing 
service as well as of other cate- 
gories. 

The volunteer must be conscien- 
tious to the extent of being on time 
and fully covering the hours or 
day required to perform the tasks 
assigned. Otherwise the work will 
not be performed or the hospital 
will suffer from lack of personnel 
for the very work the volunteer has 
agreed to assume. 

It is predicted that we will have 
several million unemployed soon 
after the pentup demand for goods 
and services is satisfied. We will 
then be faced with a feeling that 
the volunteer is preventing the em- 
ployment of many persons seeking 
a livelihood and the hospital will 
be criticized. This situation devel- 
oped during the depression of the 
early 30s, when hospitals were sup- 
plied with many employees under 
public relief programs. 

It is my opinion, therefore, that 
hospitals should return to fulltime 


paid employees at the earliest po 
sible date and that the work noy 
performed by volunteers is strict], 
a war and short postwar perio:! 
emergency measure not feasible o; 
efhcient in normal times. 


Volunteer Has a 
Useful Future Role 
MILO F. DEAN 


Administrator, Montana Deaconess Hospital 


Great Falls 


INAUGURATION -of the voluntec: 
nurse aid program at the outset o! 
the war was so universally accepted 
by hospitals that it has quickly be- 
come an institution in its own 
right and, on experience and ob- 
servation to date, hospitals general- 
ly will find that volunteer system 
a sound peacetime program if cer- 
tain conditions can be met. 

1. Each hospital should recruit 
and train its own volunteers, fol- 
lowing closely an accepted manual 
of instructions such as that used by 
the Red Cross during the war. The 
advantages of this are obvious. 

2. Enlarge the scope of work to 
include more than bedside care of 
patients. Volunteers would be of 
great value in outpatient depart- 
ments, clinics and public health 
agencies. Making up of supplies, 
cleaning and sterilizing of equip- 
ment, serving of trays and numer- 
ous other essential tasks are equal- 
ly as important as nursing service. 

3. The program should be com- 
plete and so set up that the vol- 
unteer could be advanced with ex- 
perience and tenure. It is not 
thought that the procedures 
would become more difficult but 
rather that she should assume more 
responsibility for the work now 
being done, participate more fully 
in the organizational activities of 
the hospital and have a part in 
formulating policies which affect 
her and others of similar status. 

4. The hospital must’ provide a 
person thoroughly familiar with 
the needs in the various depart- 
ments, capable of organizing the 
entire volunteer program and of- 
fering supervision thereafter. This 
is essential for the success of the 
program. 

There are also some “don'ts” to 
bear in mind. Do not attempt to 
have a “half volunteer and_ half 
pay program.” A volunteer worker 
should be roo per cent volunteer— 
otherwise put her on the payroll 
with full pay at the regular salary 
schedule. 

Further, I would not be in favor 
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of allowing a 50 per cent discount 
to the volunteer worker who had 
given a stated number of hours of 
service, as was done in one hos- 
pital in Michigan. Free or part free 
hospital care to volunteer workers 
might develop future problems 
which would be difficult to combat 
and result in bad public relations 
when the practice was discontinued. 
As a substitute for this why not 
enroll them under Blue Cross, the 
hospital paying the cost while they 


program—particularly at the pres- 
ent time—is acute. In hospitals with 
schools of nursing the need for 
volunteer help will increase rather 
than decrease, due largely to the 
fact that the number of students 
enrolled will be fewer than during 
the war. In hospitals without 
schools of nursing the contribu- 
tions in service by volunteers will 
continue to be great. 

Mrs. Frances MacDonald, B.S., 
R.N., assistant professor in charge 


are in service. 
In general the need for such a 


of recruiting at Montana State Col- 
lege at Bozeman, reaches some ex- 








COMPLETE 
DISINFECTION OF 


*« Surgical instruments and sick 
room receptacles... 


* Bed linens, sleeping garments, 
towels, dressings and rubber 
articles... 


+* Floors, furniture and walls... 


AND, wherever a disinfectant and 
cleanser is required. 


Staphene is preferred to the old style 
cresol, coal tar and pine type disinfect- 
ants by many leading hospitals and 
institulions because of its lower toxicity, 
greater effectivness and pleasant odor. 
No “hospital smell” with Staphene. 


A Little Goes a Long Way 
Staphene is economical, because of its 
high phenol coefficient. As little as 24 
ounces (20c.c.) of Staphene per gallon 
of water provides a solution powerful 
enough to destroy ‘resistant, infection- 
producing bacteria. Yet Staphene is 
absolutely safe—non-caustic and non- 
irritating to the skin in use dilutions. 
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Write us for complete information 
and prices. 
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cellent conclusions in a recent ob- 
servation of the post war volunicer 
program. 

“It would seem likely,” she says, 
“that from the standpoint of num- 
bers, there will be fewer volunteers 
for hospital service during peace 
time; but it would also seem likely 
that the people who do volunicer 
would be more permanent, would 
want to continue in the program 
and would want to help the pro- 
gram grow. Efforts should be made 
by hospitals, public health agencies, 
clinics, and social agencies to en- 
courage volunteers and to develop 
educational programs with appeal, 
both as orientation courses and as 
in-service training, in the interest 
of service and in the interest of 
good public relations. Modern liy- 
ing will permit more and more 
women time which can be wasted 
or converted by the community in- 
to useful effort. Organizations hav- 
ing to do with the promotion of 
health and the care of the sick 
would do well to offer opportun- 
ities for service as a contribution 
to cultural, economic and _ social 
development within the commun- 
ity.” 


Local Problems Call 


For Local Solutions 
VICTOR S. LINDBERG 


Executive Director, Memorial Hospital 
Springfield, Illinois 


THE HOSPITALS of our commu- 
nity have been especially fortunate 
in having the services of a varied 
group of volunteers during the 
critical war days. Briefly, these 
groups consisted of Red Cross vol- 
unteer nurse aides, Red Cross vol- 
unteer dietitian aides, women’s 
auxiliary attendants, women’s aux- 
iliary visitation control volunteers, 
and local pharmacists who offered 
assistance. ‘The latter consisted of 
a few men who felt the urge of 
giving some service in the war ef- 
fort, and found an outlet for this 
spirit in offering their services in 
the hospital pharmacies. 

The nature of volunteer service 
in most instances is such that it is 
inevitable that it will decrease in 
our hospitals as we approach the 
normal. Plans should be made to 
avoid a radical drop-off before hos- 
pital staffs can be adjusted and pre- 
pared for the change. Conferences 
with local volunteer leaders, ex- 
plaining the situation and needs, 
and continued recognition of those 
who have been and are serving will 


(Continued on page 124) 
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Service From" Ffeadqua GR 


Council Mails Plan 
On Intern Appointment 


Informational Bulletin No. 3, a 
specific plan for appointment to in- 
ternships beginning on or about 
July 1, 1947, has been sent by the 
Council on Professional Practice 
to member hospitals furnishing ap- 
proved internships. 

Approved by a joint committee 
of the American Hospital Associ- 
ation, Association of American 
Medical Colleges, Council on Medi- 
cal Education and Hospitals of the 
American Medical Association, 
American Protestant Hospital As- 
sociation and Catholic Hospital As- 
sociation of the United States and 
Canada, the plan applies only to 
July 1, 1947 appointments and will 
be modified for later internships. 
Following reconversion to a peace- 
time schedule of medical education 


a permanent plan will be pre- 
sented, 

The plan provides that intern- 
ship applications be submitted in 
accordance with the following prin- 
ciples: 

"1, Applications and credentials 
for internships to begin July 1, 
1947 should not be released by the 
medical schools nor received by the 
hospitals before June 1, 1946. 
Credentials include letters of rec- 
ommendation, summaries of scho- 
lastic records from the dean’s office, 
transcripts of records and recom- 
mendations of college faculties. 

"2. Hospitals should not issue 
appointments to interns, either 
written or verbal, before July 1, 
1946. 

"3. The prospective intern’s ac- 
ceptance or rejection of such ap- 
pointment shall reach the hospital 
on or before July 8, 1946. 





Tropic 
moder™ nos 


Years of experience in the planning and location of hospital departments 
to secure maximum efficiency, takes the guesswork out of these projects. 


This experience is available to you as a complete service from plans to 
finished building, or as an advisory service where your plans have been 


completed. 


If you are interested in finding out how a trained consultant from our 
organization can help you, we suggest you write us. 


Hospital oe 


(Not Incorporated) 
612 N. Michigan Ave., Chicago 11, III. 
Charles E. Remy, M.D., Director Floyd A. Blashfield 
Fellow Amer. Psychiatric Assn. Associate Director 


Charter Fellow American College Member American Association 
of Hospital Administrators of Engineers 


"4. Medical school teaching 
staffs will very carefully reirain 
from conversations with their clin- 
ical clerks which may be inter. 
preted as promises of internship ap. 
pointment.” 

Close observance of these prin- 
ciples should go far in eliminating 
some of the problems hospitals 
have had to face in the past in 
selecting and appointing interns. 


International Interest 
In Association Grows 


Increasing overseas interest in 
activities of the Association has 
been evidenced in two recent let- 
ters to headquarters from hospital 
staff members in England and Bel- 
gium. From L. West, St. Nicholas’ 
& St. Martin’s Orthopaedic Hos- 
pital, Pyrford, Surrey, England, 
came the following request directed 
to the editor of Hospirats. 

“TI wonder if any reader of your 
magazine would care to post to 
me regularly his copy, after having 
read it? I should be glad to recipro 
cate with my copies of “The Hos. 
pital,’ and with correspondence 
about hospital and kindred mat- 
ters.” 


Complying with the request of a 
doctor in St. Trond (Limbourg) 
Belgium, the Association recently 
mailed him cut copies of two 
articles appearing in the February 
1945 and April 1945 issues of Hos- 
pitals. 


Patients and Services 
Classified, Defined 


The second, third and fourth 
parts of “Classification and Defini- 
tion of Hospital Facilities and Serv- 
ices”—chapter four of official bul- 
letin No. 210, “Hospital Account- 
ing and Statistics,” follow in their 
entirety. (Part one appeared on 
page 26 of last month’s issue): 


DEFINITIONS OF HOsPITAL 
PATIENTS 


A hospital patient is a person 
who makes use of the diagnostic 
and therapeutic facilities of a hos 
pital. Patients should be admitted 
in consideration of their economic 
status and classified as pay, part 
pay and free. This classification 
should be used for private, semi- 
private, ward and dispensary p* 
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tients, if records are so compiled. 
Guests and friends and relatives 
of patients, who stay overnight in 
the hospital, are not patients. 

A pay patient is one who pays 
or is charged (1) the established 
rates or (2) the average cost of the 
services rendered. Some _ hospitals 


use the average cost in determining @ 


the pay patients; other hospitals 
prefer to use the established 
charges for the services rendered. 


Note: Patients may be classified into (1) 
regular pay, who assume responsibility 
for their own hospital bills or whose rela- 
tives or friends assume the responsibility 
for them; (2) contract service cases, paid 
for by a hospital service plan, an in- 
dustrial commission, an insurance com- 
pany, or other such organization at con- 
tract rates; (3) courtesy patients who, be- 
cause of hospital affiliations, are entitled 
to discounts and, therefore, are billed in 
part or not billed for hospital service; and 
(4) personnel-employees of the hospital 
who are rendered service without charge. 


A part-pay patient is one who 
pays or is charged a part, but not 
the full amount, of (1) the estab- 
lished rates or (2) the average cost 
of the services rendered. A courtesy 
allowance to a patient, such as to 
a physician or a nurse, does not 
make him a part-pay patient. 


A free patient is one who makes 
no payment, either personally or 
through relatives and friends, for 
the service rendered to him. 

An inpatient is any person 
housed in the hospital who oc- 
cupies a regular hospital bed or 
bassinet while receiving hospital 
care. 

An outpatient is an individual 
registered for and receiving service 
in the institution and who does not 
occupy a regular hospital bed or 
bassinet, as defined. 

A new outpatient is an individ- 
ual making a first appearance at 
the institution, that is, who has 
never previously received services 
there as an outpatient. 

Note: New outpatients may be classified 
according to source of referral, such as (a) 
social agency (b) private physician (c) 
public health nurse (d) other sources. 


They may also be classified according to 
age, sex, race, or other significant bases. 


An old outpatient is an individ- 
ual making a second or subsequent 
appearance at the institution who 
has received service there as an 
outpatient at some previous time. 

A private ambulatory patient 
(private-service outpatient) is a 


person referred to the institiition 
for one of the special diagnos ic or 
consultation or treatment sei vices, 
such as x-ray, physiotherapy, or a 
basal metabolism test. 


Note: Such patients remain undcr the 


care of the referring doctor or hospital. 


They usually pay an established {ce for 


the services rendered and should always 
be registered as a separate class. 

An adult patient is one 14 years 
of age or older. 


A child is a patient, other than 
infant newly born in the hospital 
or occupying bassinet, who has not 
reached the age of 14 years. 

A newborn .infant is a patient 
newly-born in the hospital and re- 
maining after birth for continuous 
treatment, or any infant occupying 
a bassinet during its period of hos- 
pitalization. 


DEFINITIONS OF UNITs OF HospITAL 


SERVICE 


A hospital inpatient admission 
is the acceptance of a patient by the 
hospital authorities for inpatient 
service. This involves both occup- 
ancy of a bed or bassinet and main- 

(Continued on page 120) 
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In Effect, Why Shouldn't They All be 
TEACHING HOSPITALS 


N A CURRENT MAGAZINE there 
Ricsrs an article’ entitled 
“Roads for Tomorrow.” On the 
opposite page one reads about 
“Shoes of Tomorrow.” ‘“Tomor- 
row” is the by-word of the day, so 
we might well ask, “What of the 
Hospital of “Tomorrow?” 


Time was when we glibly as- 
serted that the primary function of 
the hospital was the care of the sick 
and injured. Next in importance 
came education of varied person- 
nel, promotion of research and 
community leadership in health 
education. Today we reverse the 
order and place the last three first, 
knowing that if the hospital is to 
improve the quality of patient care 
it must have education for its key- 
note and assume the role of a teach- 
ing hospital. 

The term “teaching hospital” 
has frightened many of us who can 
not boast of a medical school at- 
fliation. When asked whether 
we've a university tie-up, we have 
been wont to drop our heads, 
hangdog fashion, and mutter an 
apologetic “no.” Isn’t it about time 
we relegated to the limbo of mis- 
conceived ideas the thought that 
only the hospital with medical 
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FLORENCE KING 
ADMINISTRATOR, JEWISH HOSPITAL 
ST. LOUIS, MISSOURI 


school affiliation is a teaching hos- 
pital? 

Can’t we admit that education 
does not necessarily imply formal 
classroom paraphernalia of text- 
book, lecture, credits and diploma 
but is rather an exchange of ideas 
between those who want to learn 
and those who can and will teach? 
And where can we find better 
teachers and teaching material than 
in the hospital? 

Back in 1795 ‘Talleyrand said, 
“Let us do nothing for a few years 
except live.” We smile at that 
inane dictum but isn’t that in 


ao a 
EDUCATION 


Herewith a discussion of 
its increasing value in 
hospital administration 

as a new horizon appears 


effect the philosophy of the hospital 
that merely doles out bedside care 
to its patients without attempting 
to. extract or impart knowledge 
from that care? Just living doesn’t 
connote growth or expansion, but 
teaching and learning do. And, if 
they are to be the fulcrum of the 
hospital’s program, where shall one 
start? 

Obviously the first step revolves 
around the administrator. Recent- 
ly I read in a biographical sketch: 
“He completed his education and 
received his degree in 1900.” It re- 
minded me of the process of sealing 
a fruit jar in canning season. Once 
the lid is tightly sealed, nothing 
more can be poured into the jar. 
For many, the diploma is the seal- 
ing device that excludes additional 
educational content. 


Doesn’t this conjure up the pic- 
ture of some hospital administra- 
tor of your acquaintance who con- 
siders his college diploma his 
“being’s end and aim?” To him we 
suggest a long, thoughtful gaze 
down the Road of Tomorrow and 
for his benefit we assert that the 
hospital of tomorrow must envis- 
age an educational program in- 
volving the training of doctors, 
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nurses, lay workers, patients and 
the community at large. 


We also suggest that the admin- 
istrator indulge in a season of self 
evaluation. He might inventory not 
only his library but also his read- 
ing, for often uncut pages ot books 
on well filled shelves belie one’s 
reading experience. He doubtless 
will blush when he recalls the 
haste with which he tossed an in- 
stitute prospectus into the waste- 
basket, or tries to recollect his 
flimsy excuse for not attending his 
state hospital meeting. Once he 
has purged his own administrator’s 
soul, he can with clearer conscience 
look down tomorrow’s road to his 
hospital’s educational horizon. 


Lining that road on either side 
stand those whom Alan Gregg calls 
the “Lost Generation” — those 
young physicians who were obliged 
to scamper through medical school, 
snatch a sketchy nine-month in- 
ternship and with little or no civil- 
ian practice be off to war. “Medic- 
ally,” writes Mr. Gregg, “it will be 
a lost generation unless our hos- 
pitals promote teaching and exper- 
ience under competent guidance 
to a degree never approached in the 
past.”* Never before has there 
been such a deluge of young phy- 
sicians clamoring for three, four 
and five years of advanced train- 
ing. Specialty board requirements 
have helped create this feverish 
enthusiasm but underneath it all 
we discern a true zeal for further 
education. 

In every department of the hos- 
pital wartime laxity has taken its 
toll. Ward rounds, clinical-patho- 
logical conferences and_ clinics 
have all been hurried and in many 
cases abandoned entirely to the 
detriment of the intern and resi- 
dent training. The older physician, 
savant and teacher, revered and 
beloved by intern and _ resident, 
forced often to relinquish his role 
of teacher in order to add to his 
own the practice of his younger 
colleagues in military service, must 
be urged to reassume his role of 
doyen. 

We’ve much to make up to our 
nurses. Try as we could to main- 
tain high education] standards in 
the accelerated program, we admit 


that thoroughness was often otf 


necessity sacrificed during the re- 
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cent trying years. Nurses, ground 
out of the training mill of enforced 
acceleration, must be given an op- 
portunity for postgraduate work if 
we are to have teachers and super- 
visors for the future. 

The war, while depriving us of 
much, gave us a new class of pupils 
—our volunteers. The opportunity 
of teaching them hospital ways and 
lore was a golden one. Volunteers 
became a valuable link in our pub- 
lic relations chain between hos- 
pital and community and it would 
be folly to let failure to provide 
adequate instruction deprive us of 
this group of students. 

Then there’s the patient himself 
—a most likely pupil. Not only can 
we acquaint him with our story, 
but also there is much we can 
teach him. Particularly in the case 
of the long term or chronically ill 
patient do we have the obligation 
and privilege of disseminating 
knowledge to aid in teaching ac- 
ceptance of his physical burden 
along with prescribing curative 
measures. 

We have teachers galore in the 
person of staff physicians and de- 
partmental heads whose hospital 
experience fits them for the task 
ahead. Our increased patient 
census creates a surplus of clinical 
material. The physician, nurse and 
lay: student stand begging for the 
privilege of learning. Can any hos- 


pital dodge its duty to bring all 


three together in a_ progressive 


and worthwhile teaching prog: am? 

If the obstacle of cost reais its 
ugly head, the administrator might 
well return to the thesis tha‘ the 
care of the sick and the injured is 
the hospital’s chief function and 
then prove to his trustees thai the 
patient will benefit. The bette: the 
teaching, both qualitatively and 
quantitatively, the better the pa- 
tient fares. When teacher observes 
pupil and pupil watches teacher, 
the work of both improves, because 
he whose work is closely scrutinized 
does his very best. 

It will cost money to supplement 
resident and nursing stafls for, 
though stipends are abolished, one 
must consider maintenance and ad- 
ditional equipment. But such ex- 
penditure, even if it draws on sur- 
plus or gift funds, will redound to 
the credit of the institution. Alert, 
zealous students attract physicians 
of high standards and their com- 
bined efforts assure the patient the 
acme of good medical care. And 
there we are, scuttling around a 
vicious circle—education makes for 
better patient care and _ good 
patient care insures a better edu- 
cational program. 

But why quibble about which 
comes first when one is as essential 
as the other? Instead, let us in our 
plans for the hospital of tomorrow 
arrange for the school ma’am to 
take her rightful place beside Aes- 
culapius and the Lady with the 
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So 


OSPITAL ADMINISTRATION is at 
H the crossroads. The increas- 
ing complexity of this function, as 
a result of the growth of hospitals 
into the centers of medical care, 
demands more of the administrator 
than ever before. The art and 


science of hospital administration 
are growing by leaps and bounds, 
but the educational prograin to 
provide properly qualified and 
educated administrators and to 
create a desire on the part of unl 
versity students to enter the hos- 
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pital field has not kept pace. This 
oses a distinct challenge to the 
administrator himself, to the 
boards of trustees of our hospitals 
and to our schools and universities. 

Medical care, including the con- 
duct of hospitals, now is—in terms 
of capital investment, total pay- 
roll and production—the sixth larg- 
est industry in the United States. 
So large is this growing giant that 
both progressive political think- 
ers and labor (particularly the C. 
LO., now watching it with an eye 
to eventually obtaining control) are 
observing it with interest. 

Whose responsibility is it to 
voice these sentiments in such a 
manner that the hospital adminis- 
trators, trustees, schools and uni- 
versities will be aware not only of 
the problem but will do something 
about it? Collectively, it is ours. 
Working through the American 
College of Hospital Administra- 
tors, the American Hospital Associ- 
ation, through good public rela- 
tions with our communities (and 
this is important), and through our 
personnel we can so present the 
problem of education of the ad- 
ministrator that it will be accom- 
plished. 


Interest Warrants Program 


Leaders in the hospital field be- 
lieve that interest now has reached 
the point where adequate educa- 
tion and training may be insti- 
tuted. The interest of various 
foundations, the American College 
of Hospital Administrators and the 
American Hospital Association, 
plus the great and growing demand 
for qualified hospital administra- 
tors is more than sufficient argu- 
ment for universities to interest 
themselves in this important pro- 
ject. The definite existence of a 
need—evident in a growing demand 
—undoubtedly warrants the de- 
velopment of courses in hospital 
administration and for deanships 
of medical schools. 

The present situation is precar- 
ious. The apprenticeship system 
still prevails. Individuals, in most 
instances—certainly in my own, 
enter the field of hospital adminis- 
tration by accident—and not as a 
planned career. As a result, the 
casual ies in hospital administra- 
on, as in deanships, are stagger- 


Ing. 


APRIL !946, VOL. 20 


No one expects an instantaneous 
miracle. This complex problem 
will be met slowly but if we plan 
wisely and work continuously and 
earnestly at the problem it will 
be accomplished. If we work col- 
lectively and cooperatively, it will 
be accomplished soon. 

Perhaps anyone of us, given a 
lifetime, could acquire the know- 
how to build our hospital build- 
ing, but we still could not build it 
for the reason that one man prob- 
ably could not hoist a coping stone 
from the ground and place it on 
top of the building by himself. 
Two men, at least, are required for 
that operation—one to work the 
windlass, the other to lower the 
stone into place. There cooperation 
transcends know-how. 

By cooperation, two men possi- 
bly could build one of our build- 
ings in a lifetime, ten men in five 
to ten years, twenty men in three 
years, fifty men in one year. By 
analogy, if a large number of us 
interest ourselves in the adminis- 
trator, results can be accomplished 
much sooner so that we of today 
not only can see the improvement, 
but can enjoy its benefits. 

The administrator must con- 
tinue his education so that he can 
remain abreast of trends and tech- 
niques, see the responsibility of 
participating in hospital associa- 
tion work and realize the need for 
attending institutes and participat- 
ing in public affairs in his local 
community. The hospital trustees 
must select a properly qualified ad- 
ministrator with the physical 
strength and the mental quality 
and capacity not only to admin- 
ister the hospital but also to con- 
tinue his education and to possess 
the indispensable quality of being 
able to teach his assistants and de- 
partment heads. The schools and 
universities must recognize the 
need for trained administrators in 
the hospital field and any other ad- 
ministrative field relating to pro- 
fessional or service endeavors. 

The first mention of education 
for the hospital administrator was 
in 1899 when six hospital adminis- 
trators met in Cleveland to form 
the Association of Hospital Super- 


intendents, the forerunner of the 
American Hospital Association. 
Then, in 1910 Dr. Frederick Wash- 
burn of Massachusetts General 
Hospital and Dr. Joseph Howland 
of Peter Bent Brigham Hospital, 
Boston, presented their apprentice- 
ship plan to the association. 

There seemed to be a lull for a 
few years, but periodically there 
occurred a new recognition of the 
needs and a new desire to improve 
the status of the hospital adminis- 
trator. 

A brochure, “Training in Hos- 
pital Administration,” sometimes 
called the Rappleye Report, was 
prepared with the aid of the Rocke- 
feller Foundation in 1922. This re- 
port recommended in great detail 
methods for the training of the 
hospital administrator. The Rocke- 
feller Foundation also made _pos- 
sible the brochure, “Hospital Ad- 
ministration: A Career,’ wherein 
Michael M. Davis surveyed the 
field of hospital administration for 
vocational opportunities and out- 
lined essential educational require- 
ments. 


Graduates Prove Value 

In 1927 Marquette University, 
Milwaukee, offered a program in 
hospital administration at graduate 
level but discontinued it the fol- 
lowing year due to lack of demand. 
The University of Chicago, with 
material assistance from the Com- 
monwealth Fund, established a 
graduate course in 1934 which has 
continued without interruption. 
Former students of this course are 
now in responsible hospital ad- 
ministrative positions and give 
evidence of the practicability of 
such a program. 


Since 1937 St. Louis University 
has offered a course in hospital ad- 
ministration designed primarily 
to meet the needs of Catholic Sister 
administrators. A unique feature 
of this program is the annual sum- 
mer session institutes which pro- 
vide similar opportunities on a 
short term basis for active hospital 
administrators. 

A program in hospital adminis- 
tration was introduced at North- 
western University in September 
1943. Subjects in the field of hos- 
pital administration are offered 
through the evening division of the 
School of Commerce to physicians, 
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administrators, nurses, technicians 
and others already working in hos- 
pitals. This program has been un- 
derwritten by the Johnson & John- 
son Research Foundation and the 
American Hospital Supply corpor- 
ation. 

Many agencies allied to the field 
of medical care are aware of the 
need for qualified hospital admin- 
istrators. The Kellogg Foundation 
is definitely interested in assisting 
with the establishment of univer- 
sity courses in hospital administra- 
tion. A grant of approximately 
$30,000 yearly for a period of three 
years has been made by the founda- 
tion to underwrite the activities of 
the Joint Commission on Educa- 
tion of the American College of 
Hospital Administrators and the 
American Hospital Association. 


Provision is made for an educa- 
tional director, staff, travel and 
conferences in order to develop 
curriculum material for university 
courses in hospital administration. 
With this help from the founda- 
tion the Joint Commission will also 
work out the details of a compre- 
hensive in-service program to in- 
clude conferences, institutes, sem- 
inars and other types of retresher 
courses. 


In addition to this project, the 
Kellogg Foundation is prepared to 
assist several large universities hav- 
ing schools of public health which 
may be interested in setting up 
courses in hospital administration. 
The first is the course at Columbia 
University, New York City. One or 
two universities not having schools 
of public health may also receive 
assistance. In this respect a course 
in hospital administration is being 
established at Washington Univer- 
sity, St. Louis. It is expected to 
begin in September under the 
direction of the schools of medicine 
and business administration. 


As a member of the Joint Com- 
mission on Education and as presi- 
dent-elect of the College, much of 
my time for the next few years will 
be occupied with problems of edu- 
cation of the hospital administra- 
tor. The magnitude of the hospital 
field is already great and will in- 
crease rapidly. Universities cannot 
afford to overlook the public need 
for trained administrators, partic- 
ularly in the hospital field. 

Hospitals will increase in size 
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and number because of acute med- 
ical need. In addition the desire 
to maintain a high standard of 
living will require that additional 
employment opportunities be pro- 
vided for all. From where are the 
jobs to come? Obviously, the big- 
gest part of the answer lies in the 
transfer of thousands of persons 
from agricultural, industrial and 
manufacturing enterprises — where 
the productivity of machinery has 
been so enormously expanded and 
the changes effected by applied 
science have been most profound— 
to the service industries, professions 
and trades.! 

Approximately 75 per cent of the 
hospital budget today is for per- 
sonnel, not including the physician, 

1. Allan G. B. Fisher, ‘‘The Clash Be- 


tween Progress and Security,” HARP- 
ER’S, July, 1944. 


who is paid either by the paiient 
or, in teaching hospitals, by the 
universities. Service institutions 
have expanded. In 1870, 24.6 per 
cent of the population was eng iged 
in giving service. In 1920, 39.) per 
cent; InN 1930, 47.2 per cent.? | do 
not have figures for 1940, but | am 
certain that today the numbcr of 
college professors, teachers, librar- 
ians, physicians, nurses, hospital 
personnel, social service workers, 
artists, newspaper people and the 
like must constitute aproximately 
50 per cent of the employed, mak- 
ing corrections for those now en- 
gaged in military pursuits. I do not 
doubt that we will bring about the 
further expansion of the service 
institutions. 

2. C. Harley Grattan, “Factories Can't 


Employ Everybody,” HARPER'S, Sep- 
tember, 1944. 
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NTEREST IN the career possibilities 
I of hospital administration has 
never been as pronounced as it is 
today. This is probably due to the 
intense concern of former service- 
men involved with the problem of 
deciding on a life’s work now that 
the war is over. The greatest in- 
terest in hospital administration is 
coming from the Medical Adminis- 
trative Corps, although many off- 
cers of both the Army and Navy 
Medical and Nursing Corps have 
also inquired about civilian hos- 
pital administration. 

The nature of an inquiry may 
not always indicate the depth of a 
person’s interest, but frequently 
questions from those who have had 
some administrative experience are 
quite specific. They usually want to 
know what universities offer courses, 
where to apply for a position or 
how many jobs are available. 

Those to whom the idea of a 


career is somewhat of an innovation 
very often ask for simply “any 
information available.” The latter 
may be no less sincere than the for- 
mer and, likely as not, may have 
greater potentialities for success. 
While it may be comparatively 
easy to direct persons to the Uni- 
versity of Chicago, Northwestern 
University or Columbia, it is often 
difficult to furnish adequate infor- 
mation to those who are too casual 
or vague. 

Between “what is hospital ad- 
ministration” and “what are one’s 
chances for promotion in this field” 
fall many questions which cannot 
be given a qualified answer. There 
can be no substitute for an honest, 
dispassionate reply — especially to 
someone involved in a_ decision 
which may affect the entire course 
of his future. 

When we do not know the an- 
swer we are obliged to say so. An 
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answer is not inherent in every 
question. This, by the way, is no 
time for the categorical reply, the 
vicarious sales talk or the dis- 
pensing of superficial advice. The 
person is requesting information 
about hospital administration and 
it should be available to him. 


It is inevitable in the wake of 
this developing interest in hospi- 
tal administration that information 
will be sought from many sources. 
The inquirer, of course, intends to 
seek out those which are reliable. 
The logical source is the hospital 
administrator actively engaged in 
the practice of his profession. He is 
usually thought of first, and as a 
consequence is finding that it takes 
considerable time to dispense such 
information as would-be hospital 
administrators seem to require. It 
has proved practical for him to re- 
fer many such inquiries to the vari- 
ous agencies in the health field and 
to his professional association. 


Provide Clearing House 


In recent months requests for in- 
formation about hospital adminis- 
ministration — from such agencies 
as the American Medical Associa- 
tion, American College of Surgeons, 
American Hospital Association and 
from members of the American Col- 
lege of Hospital Administrators— 
have assumed proportions that 
made it wise for the American Col- 
lege of Hospital Administrators to 
provide a clearing house for in- 
quiries with reference to careers in 
hospital administration. Wherever 
it is possible to do so an effort is 
made to give available information 
applying to the particular situation. 
Unfortunately — or perhaps fortu- 
nately —there is not much in the 
way of a supply of stock answers. 
Most persons inquiring, therefore, 
are receiving direct information 
that has definite bearing on their 
respective problems. 

The established courses in hospi- 
tal administration at the University 
of Chicago, Columbia and North- 
Western Universities have excellent 
brochures which contain informa- 
lion of interest to prospective stu- 
dents. These may. be obtained in 
each instance from the registrar of 
the university. The directors of the 
Courses are eminently qualified to 
Counsel candidates for this field. In 


APRIL 1°46, VOL. 20 


addition, the services of the course 
coordinator—usually a person hav- 
ing had both teaching and_hos- 
pital administrative experience—are 
available to those who find it con- 
venient to call in person. 

A personal interview of this kind 
is particularly valuable to both par- 
ties. The prospective student de- 
rives firsthand information perti- 
nent to his own needs. The course 
coordinator has an opportunity to 
acquaint the prospect with the pre- 
requisites to enrollment, appraise 
his desirability as a student and di- 
rect him in his considerations about 
hospital administration. 

An added advantage of the per- 
sonal interview is that misunder- 
standing can be avoided more read- 
ily. Printed matter can usually be 
interpreted in a number of ways, 
but the spoken word often evokes a 
response which the speaker can de- 
tect. Any false impressions can 
thereby be corrected and one can 
thus spare the inquirer the illusion 
—pleasant enough at the time—that 
eventually leads to disappointment 
when viewed in the light of prac- 
ticality and actual facts. 

A popular source of misinforma- 
tion surrounds salaries of hospital 
administrators. Unless due care is 
exercised in discussing this most in- 
teresting topic, the overly impres- 
sionable information seeker is apt 
to go away believing just what he 
wants to believe, namely, that hos- 
pital administration is an extremely 
lucrative field of employment. 

There are a number of reasons 
why it is important that we provide 
adequate information to these earn- 
est inquirers. They are entitled to 
it first of all because from them will 
come the next generation of hos- 
pital administrators. Their heritage 
is the fund of experience of the 
present hospital administrator. The 
professionally minded administra- 
tor today is obliged therefore to see 
that these future administrators re- 
ceive whatever information it is 
possible to give them. 

This is the underlying principle 
of all association activity. It is the 
spirit of the professional person 
and if hospital administrators wish 


to be counted as such they too must 
subscribe conscientiously to this 
principle. 

The hospital as a social institu- 
tion requires an administrator who 
is governed by the highest motives. 
It does not necessarily follow that 
the mercenary individual cannot 
succeed or that he may not have 
other commendable qualities. It is 
important, however, that the ad- 
ministrator be service-minded, since 
the nature of hospital activity is 
service to the sick. 

Perhaps it is as important to pro- 
vide information to persons who 
will decide against hospital ad- 
ministration as a life’s work. These 
people may have been guided to- 
ward this field by the appeal of 
some superficial feature and further 
inquiry may serve effectively in dis- 
suading them. The square pegs in 
the round holes are misfortunes of 
any occupation. Some of these may 
be spared the tragedy of maladjust- 
ment in the hospital field if they 
receive in time the unvarnished 
facts about the function of the 
administrator. 


Top Ranks Are Not All 


A common misconception among 
hospital people in their enthusiasm 
for specialized training for hospital 
administration is the tendency to 
speak exclusively in terms of the 
top executives—the superintendent 
or administrator. 

As an ultimate objective, of 
course, this is true although as a 
more immediate goal the course 
graduate usually expects to enter 
the field at the level of middle 
management. Some of the graduates 
of the University of Chicago course 
have been appointed directly to 
superintendencies. Most graduates, 
however, usually find their first re- 
munerative position in the capacity 
of an administrative assistant or as- 
sistant to a hospital administrator. 


Some of our influential people 
believe that such graduates can be 
placed immediately in chief ad- 
ministratorships of small hospitals. 
The graduates on the other hand 
are not showing a preference for the 
small hospital and more often are 
placed in the larger institutions. 
This condition probably will not 
change so long as the larger hospi- 
tals need competent executives and 
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can effectively utilize the services 
of the graduates, unless there is a 
marked increase in the number of 
persons who have completed courses 
in hospital administration. It by no 
means suggests that the need of the 
small hospital for qualified adminis- 
trators is any less urgent than the 
need of the larger institutions. 


Perhaps the administrator should 
take a conservative view and discuss 
occupational opportunities in terms 
of the entire area of middle man- 
agement as well as the top executive 
position. This will have a familiar 
ring for the former Medical Ad- 
ministrative Corps officer. If com- 
parison is at all possible then the 
position of administrator in the 
civilian hospital corresponds the 
most to that of commanding of- 
ficer in the Army General hospital. 
A few former servicemen have not 
been aware of this fact. They are 
the ones who sometimes believe 
that “a short course of four to six 
weeks should enable me to take 
over and run a civilian hospital 
when I get out of the Army.” Yet 
these same persons recognize that 
considerably more in the way of 
training and experience would be 
required of them were they to as- 
pire to the position of commanding 
officer in their former Army hos- 
pital. 


Explaining Misconceptions 

In fairness to the ambitious serv- 
viceman it should be emphasized 
that any false impressions he may 
have about the function of the hos- 
pital administrator probably came 
from someone in the hospital field. 
His general attitude might be de- 
scribed somewhat like this, “I have 
been the registrar in a 1000 bed 
hospital. I have enjoyed this assign- 
ment, and I like working in a hos- 
pital. I wish to take whatever steps 
are necessary to obtain a hospital 
position when I get out of service.” 

The young man who actually 
committed himself in this manner 
had no inflated idea of what he ex- 
pected to do. In fact, he wished to 
have a similar position in civilian 
life mainly because he found this 
particular assignment interesting 
and had been commended by his 
superior officers. 


Another instance which indicates 
the need for full and accurate in- 
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formation about civilian hospital 
activity is illustrated in the case of 
a pharmacy graduate with months 
of service as a medical supply of- 
ficer. In prewar life he had been a 
druggist for a chain store system 
which demanded more of his time 
as a merchandiser than as a profes- 
sional pharmacist. He had turned 
in a record of efficient performance 
in the army and had been told by 
someone about this “wonderful new 
field of hospital administration.” 
His informer, however, omitted any 
reference to the hospital pharmacy. 
He was therefore surprised to learn 
of the opportunities which this 
division of a hospital could offer 
persons with his training. It was 
obvious that he would prefer to con- 
tinue in the field for which he had 
been trained if working conditions 
were satisfactory. 

The earnest inquirer, regardless 
of earlier motives in seeking in- 
formation, eventually finds he must 
decide either to strike out at once 
for a job in a hospital or register 
for one of the established courses. 
In any instance this is not an easy 
decision for the person to make. 

First of all there is a budgetary 
problem to resolve. Army salaries 
were generally more than the in- 
dividual had been earning as a 
civilian. It enabled him to assume 
additional responsibilities—a wife 
and family, perhaps. Returning to 
college would mean a restricted in- 
come. The prospects of being em- 
ployed while in school are limited. 
He would therefore depend _pri- 
marily on the allotment available 
under the G. I. Bill of Rights. 

It would be rather easy to make 
a case against taking a course if 
one were to base it on temporary ex- 
pedients. Fortunately several 
courses in hospital administration 
are actively established and have 
representative enrollments of stu- 
dents. The average aspirant for a 
berth in civilian hospital admin- 
istration cannot escape the fact that 
students in the courses today have 
had training and experience equiva- 
lent to his. Moreover, their personal 
problems are no less stringent than 
his will prove to be. 








What is probably most impo: ‘ant 
of all,. they are the persons with 
whom he must compete for j\ace- 
ment later. Several factors may ulti- 
mately affect his decision. The cali- 
ber of person registered in the 
course today will be one of them. 

A request for information may 
indicate but faintly what the in- 
quirer would like to know. In most 
instances it is expressed in such 
general terms that to be of any 
assistance to him one must reler to 
the fact that courses are established 
and information is available at the 
universities. — 

With reference to placement, in- 
quirers should be told that many 
hospitals have personnel officers 
with whom they can consult. If 
they are interested in “just an ad- 
ministrative position in a hospital” 
they can either apply directly to a 
hospital of their choice or register 
with one of the placement services 
in the hospital field. 


Some Enjoy Priority 

Some of these persons are aware 
that as former servicemen they have 
certain priorities under civil serv- 
ice. They can be referred to the 
federal Civil Service Bureau for in- 
formation about administrative 
positions in governmental hospitals. 
This same fact applies to some state 
services as well as certain munici- 
pal hospital systems. The inquirer 
should know of these sources in his 
quest for a position. 


In handling an inquiry about 
job possibilities it seems only fair to 
caution the person that restrictive 
qualifications will be found in many 
situations which may cause him to 
be ineligible. For instance many 
hospital boards prefer an adminis- 
trator who is a woman with nurses’ 
training. Others require that the 
administrator be a physician. 

In the case of church hospitals, 
the administrator is usually a mem- 
ber of a religious order or a membet 
of the clergy. At any rate the church 
hospital will prefer an administra- 
tor having the same religious af- 
filiation. These restrictive factors 
fall on everyone alike so that for 
any particular person, hospital ad- 
ministration is a very limited field 
at the present time. 

Questions about future prospects 
for an individual are not easily 






HOSPITALS 





m 
on 
on 
sta 
tol 


fice 
inf 
sur 
tio’ 
pit 
in| 
mil 
ian 
cla: 


for 
hos 
iou 
If 
cou 
he 

con 


dire 
will 
of 
adn 
hoy 
qui 
to | 
to € 
or | 
the 


answered. The hospital administra- 
tor does not think of promotion in 
the same sense as does one in the 
civil service system. What consti- 
tutes a promotion for a hospital ad- 
ministrator? A salary increase, per- 
haps, but then by that measure 
some administrators have not had 
a promotion in a long time. An ap- 
pointment to a larger hospital may 
be considered a promotion. There 
is the possibility, however, that it 
may not prove as attractive as one’s 
former position. 

In hospital administration what 
may appear to be a promotion for 
one person may not be for some- 
one else under similar circum- 
stances. Sometimes an administra- 
tor exhausts the possibilities of a 
particular position and feels he 
must move on to a more challenging 
appointment. This would be a pro- 
motion, but it is important to 
recognize the extent to which it was 
determined by the temperament of 
the individual. Another adminis- 
trator, having mastered the intri- 
cacies of a situation, may prefer to 
remain at the helm, keeping the 
organization on an even keel. 

This is merely brought out to em- 
phasize the fact that the many 
facets of hospital administration 
are dificult to explore for the bene- 
fit of a casual inquirer. It may suf- 
fice, therefore, to provide general 
information on such matters in 
supplement to an accurate descrip- 
tion of the nature and extent of hos- 
pital activity, the place of a hospital 
in the community and a typical ad- 
ministrative organization in a civil- 
ian general hospital, along with a 
classification of hospital positions. 

The person who is seeking in- 
formation should be referred to the 
hospital administrator and the var- 
lous agencies in the hospital field. 
If he is eligible for enrollment in a 
course in hospital administration 
he should also be encouraged to 
consult with university officials. 

The future outcome of well 
directed information of this kind 
will probably be expressed in terms 
of potential leadership in hospital 
administration. More immediately, 
howev« ', it may enable the in- 
(hurer to reach a decision in respect 
to his future. Thus he may decide 
to enter hospital work immediately 
% to register at once for one of 
the courses, 
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The Budget Should Include an 
EDUCATION FUND 


ROBERT G. WHITTON 


ADMINISTRATOR, ALEXANDRIA (VA.) HOSPITAL 
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DUCATION Costs should be con- — through internships, similar to the 
E sidered in planning every hos- manner in which physicians are ac- 
pital budget, and such considera- cepted. 
tion will pay dividends. Budgets Education within the hospital 
are taxed in engaging new person- __ field is now receiving specific at- 
nel and therefore the broader and tention. Through the efforts of the 
more constant the education pro- American College of Hospital Ad- 
gram, the sooner this new employee ministrators and the American Hos- 
reaches his maximum efficiency and pital Association, a Joint Commis- 
effectiveness. sion on Education has __ been 

Providing educational activities formed. 
demands facilities. Most hospitals The working plan follows in 
have the basic requirements in general the pattern of its sponsor, 
medical and nurses’ libraries and the W.K. Kellogg Foundation. A 
staff conference rooms. The size of sum of money has been earmarked 
the hospital is unimportant. In the for help to universities in estab- 
smallest and in the largest, teach- _ lishing courses in hospital admin- 
ing, in some form, is being done. istration as pre-admission training 
Providing education demands for those going into this field. In 
personnel to carry out the program. the main it is being restricted to the 
Primarily the responsibility could graduate level although attention 
rest with the administrator, the is being given to in-service training 
medical director and the director at the department head level. Little 
of nursing. The use of personnel at- has been done here, except as the 
tached to these departments, aug- American Hospital Association has 
mented only slightly, could carry encouraged institutes in account- 
out a stimulating and satisfying ing, purchasing, medical records, 
program. personnel and other subjects. 
Complexities of normal hospital Formal courses in hospital ad- 
operations sometimes submerge the _— ministration are being offered at 
significance of the hospital in the — Northwestern University under Dr. 
field of education. To those having MacEachern, and at Columbia 
schools of nursing, their place inthe — University under the leadership of 
educational field is apparent. To Dr. Munger. 
those hospitals approved for intern Hospitals are demanding higher 
and resident training, education is educational levels of everybody 
prominent in the planning. except the operating personnel. 
Educational responsibilities are | Consider the trend to two classes 
further emphasized when we con- _ of nurses and the desire that every 
sider that the hospitals of this coun- | member of the medical staff be cer- 
try play an important part in the _ tified by a specialty board. This 
training and education of physi- being true, then we, as administra- 
cians, nurses, dietitians and tech- tors, must continue to train our- 
nicians, and within this field even selves and provide the means for 
broader training includes the post- levels of training within our oper- 
graduate training of nurses, anes- ating personnel. As the physician 
thetists, record librarians, social keeps abreast of developments in 
workers and others. More recently medicine, we must keep posted on 
hospitals have participated in the developments within our particu- 
formal training of administrators, lar field. 
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University associated hospitals 
must, by virtue of their size and 
support, assume the responsibility 
for research and investigation, al- 
though both activities can be un- 
dertaken in the smallest hospital 
under active leadership within the 
medical staff. This does not elimin- 
ate the smaller hospitals from the 
research picture. They must assume 
a minor role, utilizing the facilities 
available to them. 

Education within the hospital 
requires putting the “know-how” 
and the “know-why” into the do- 
ing. The training of the volunteer, 


especially the Red Cross volunteer 


nurses’ aide, has been a notable 
feature of our educational program 
during the past four years. How 
many of us are doing the same, or 
any part of that, for our paid em- 
ployees? Possibly they report to 
work and learn the hard way, the 
way of wasted effort and lost pro- 
duction. 

Training our own employees 
took on additional importance dur- 
ing the period just passed. Train- 
ing within industry, with job re- 
lations, job methods and _ job 
instruction, was employed by some 


hospitals with varying success. 


These were wartime measures 
for trying to pass the know-how to 
those who were left and those few 
we could hire to keep our institu- 
tions open. This was a start but did 
not go far enough. We must follow 
up where we left off. Education 
within the hospital should be a 
policy, a positive function, prop- 
erly headed in its overall aspects. 
It should be broken down into 
clearly defined phases and_par- 
celled out. 

For example, medicine should be 
taught by the medical director or 
house officer, controlled by the 
medical staff. Nursing could be cov- 
ered by a director of nursing edu- 
cation, wholly apart from nursing 
service, who would be responsible 
for training and educating not only 
students but all nursing personnel. 
Technical training would be con- 
ducted best by the head of the 
particular department. Training of 
other personnel should be assigned 
to the personnel director, working 
in accord with the department 
heads. 
must 
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sense the need for a quicker and 
more efficient orientation program 
for the new employee. In-service 
training of employees must be rec- 
ognized as an imperative need. It 
makes the most promising employ- 
ees more satisfied to stay. Progres- 
sion to position above is a reward. 
The program will increase the ef- 
fectiveness and efficiency of the 
occupant of any particular posi- 
tion. It will create and maintain a 
more flexible organization. 

All education within the hospi- 
tal need not be on a formal basis. 
Any variation of these accepted 
methods might be. attempted: 

1. The use of the professional 
journals dealing with the hospital 
field or with the specific depart- 
ments; in effect, a “journal club” 
for hospital employees. 

2. Conducting staff meetings for 
departmental heads and those in a 
supervisory status or key position. 

3. Rotation of duties as an excel- 
lent in-training method of educat- 
ing employees. 

4, Preparation of a manual of 
operations and procedures to be 
used as a reference and general 
textbook for the entire staff. 

5. Use of movies for instruction 
and orientation. 

6. Urging attendance at confer- 
ences on various operating prob- 
lems even though the employer 
might not be concerned directly. at 
the time. 

7. Giving full value to the im- 
portance of employees attending 
workshops, conferences and con- 
ventions by allowing their absence 
from routine duties. 

8. Preparing and printing of a 
hospital publication which would 
include, as editorial content, sug- 
gestions of general or specific in- 
formation. 

9. Publishing and studying an- 
nual reports with increased coop- 
eration of all concerned as a defi- 
nite goal. 

In surveying the formal field of 
education it becomes apparent that 
some agency within the hospital 
field should develop and supervise 
a course of study designed to reach 
every employee of every hospital. 


In any program designed for the 
personnel of hospitals, it should 
be the aim to teach the reason why 
certain things should be done in a 
certain way. Every employ:e— 
whether registered nurse, dieti‘ian, 
engineer, master technician or « lerk 
—should be considered in the }lan- 
ning of this program. 

Where smaller communities are 
involved this might be done as an 
extension course, or by group study 
classes of 10 persons or more. In 
the larger communities, or in an 
area of five or more hospitals, the 
hospital council.of the area should 
underwrite and support an educa- 
tional section. This might be of 
such magnitude that it would re- 
quire organization of a faculty, 
regular classrooms and permanent 
records. 

A formal course of study should 
be offered in logical sequence, lead- 
ing to a certificate of competence. 
There are many subjects every em- 
ployee in every hospital should 
know. 

In any institute for hospital em- 
ployees the broad subject of hospi- 
tal fundamentals, including organ- 
ization, history and basic economics 
should be taught. A symposium 
covering professional relationships 
would pave the way for clearer 
understanding between medicine, 
nursing, business administration, 
the service trades and others. 

Other subject matter which 
would demand a place in the cur- 
riculum includes the medico-legal 
aspects of hospital operation, hos- 
pital financing and accounting— 
including purchasing and store— 
maintenance of physical plants, 
public relations, personnel prob- 
lems and relationships, dietetics- 
nutrition, an appreciation of the 
problems of food and feeding, soci- 
ology and public health. 

Under the heading of formal 
teaching, an_ interesting experi- 
ment is currently being carried on 
by the St. Elizabeth’s Hospital of 
Lafayette, Ind. In the summer of 
1944 one of its staff members 
conceived the idea of a four year 
postgraduate course. The staff con- 
curred and the proposal was pre- 
sented to the dean of the school of 
medicine of Indiana University. It 
developed into an extension cours¢ 
of the university with lecturers 
from the medical school, on 4 
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teaching basis, coming to the hospi- 
tal once a month. About 20 of the 
50 staff members are enrolled in 
the second year of the program. 

Michael Reese Hospital, in Chi- 
cago, has set about to raise the 
educational standard of its staff, 
and to increase staff participation 
by use of a grading system. Dr. 
Samuel J. Soskin, medical director, 
outlined this briefly at the latest 
Chicago Institute for Hospital Ad- 
ministrators. It is recommended 
reading and will be published with- 
in a reasonable time. 


Contact with the educational 
facilities of the community or area 
is recommended as a method of 
raising the educational standards 
of the hospital. The school of nurs- 
ing is a familiar function to most 
of us. Not enough, however, has 
been done for the graduate per- 
sonnel. Educational activities for 
graduate nurse personnel, and for 
the graduate nurses of an entire 
community should be provided. 


The educational opportunities 
and responsibilities of the modern 
hospital would be completely void 
if it failed to recognize its part as 
it relates to the community as a 
whole. Health education might 
very well start with the hospital as 
the focal point of health cam- 
paigns, public and private preven- 
tive medicine and of social think- 
ing. 

Hospital Day, once a year, is not 
enough in the hospital’s commu- 
nity campaign to teach the public 
more about hospitals, in general, 
and the individual hospital in par- 
ticular. More frequent plant visita- 
tions by groups should be encour- 
aged. The public should be the 
target for a consistent and well 
planned health program. This pro- 
gram should properly originate 
within the hospital, but in any 
event the hospital should take an 
active part in it. It is a proper func- 
tion of any hospital. 

The hospital’s educational re- 
sponsibilities and opportunities are 
not fully evaluated without con- 
sidering the patient. Carrying the 
program to the highest degree 
Would be provision of educational 
facilities so that the patient would 
not lose time while confined in the 
hospital. In the general hospital, 
with the short average daily stay, 
this is not important. It becomes a 


APRIL 1946, VOL. 20 


definite responsibility in those hos- 
pitals caring for long term patients, 
whether adults ’or children. 

When the full scope of the hos- 
pital’s educational function is con- 
sidered it is enough to make the 
timid take to cover. In addition to 
the professional groups that receive 
their training within the hospital 
walls, it is the hospital’s responsi- 
bility and opportunity to educate 
its trustees or directors and the city 
fathers, wholly apart from the gen- 
eral public. This has to be a con- 
tinuous program of keeping them 
posted on the developments in the 
same manner in which the admin- 
istrator and supervisors must be 
informed. 

The educational program of a 
hospital should not be considered 
as a publicity stunt. Education of 
the public must of course use the 
press, and publicity plays an im- 
portant part in education, but it 
is not to be confused with it. A 
by-product of a well planned and 
well executed educational program 
is good publicity. The whole hos- 
pital will be judged by its efforts at 
doing what other people are talk- 
ing about doing. This is recom- 
mended to the hospitals of the 
country for serious consideration. 

There are obvious measurements 
of the educational approach of a 


given hospital. Those approved for 
intern and resident training, with 
a planned program of teaching, 
find it somewhat easier (in normal 
times, at least) to fill their appoint- 
ments. Education and training is 
most important to the candidate; 
stipend, if any, is secondary. 

The same evaluation applies to 
the school of nursing. The educa- 
tional quality of the school is of 
primary importance, with appli- 
cants willing to pay tuition and 
other fees and to work without 
stipend in the school offering the 
best courses and facilities. 

If hospitals want to be free from 
the advances of pressure groups, 
their educational importance must 
be strengthened and the public 
told more about it. The tax-free 
status of hospitals might very well 
hinge on the educational stature 
of the hospital. 

A hospital that does not keep 
pace educationally is losing ground. 
The advent of normal times and 
a stable force will make education- 
al planning and _ programming 
more feasible. Many things make a 
“force”. but only education will 
make a “force” more forceful. 

Our educational opportunities 
are bright; our educational respon- 
sibilities clearly defined. I hope we 
assume both. 





There Is a Real Need for 
PUBLIC GUIDANCE 


JEROME E. COOK, M.D. 


MEDICAL STAFF MEMBER, JEWISH HOSPITAL, ST. LOUIS, MISSOURI 
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HO, TODAY, can read the daily 

V V press or the many periodicals 
without being keenly aware of the 
public’s enthusiastic interest in 
things medical. In its desire to read 
anything with a semblance of sci- 
entific flavor that will inform it 
about disease, its prevention and 
treatment, the public may acquire 
many erroneous and even ridicu- 


lous concepts of medicine and the 
practice of medicine. 

No one doubts that the various 
syndicated medical “columns” and 
special articles are printed to satis- 
fy a real desire for guidance on the 
part of the public and not'to gratify 
any missionary zeal of the publish- 
ers. 

The medical profession long has 
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been criticized for its indifference 
to informing the public on the 
problems and accomplishments of 
scientific medicine. How much of 
this criticism is just I shall not 
attempt to say. The task of im- 
parting to the people at large un- 
derstandable information on scien- 
tific subjects is not an easy one. It 
can not be done in a few minutes 
or in an offhand manner. 

It would seem that the hospital 
offers a suitable forum for a prop- 
erly planned educational program 
designed for the lay audience. The 
hospital audience will probably be 
in a more or less receptive and 
sympathetic mood. They will not 
be pressed for time, they will not 
have to bestir themselves from a 
cozy fireside on a frosty evening to 
get the message. The field is not 
entirely untilled; the opportunities 
have not been entirely neglected. 
Here and there about the country 
a maternity ward or a diabetic 
clinic has done more than give ad- 
vice to single individuals on their 
specific problems by organizing 
classes and demonstrations for a 
broader understanding of the sci- 
entific background. 


Here and there a clinic, by means 
of posters and displays, has at- 
tempted to bring home to the 
visiting patient some lesson in pre- 
ventive medicine or rational ther- 
apy. But these are, for the most 
part, isolated programs which lag 
far behind the need. They touch 
only a limited field and reach re- 
stricted groups. They are not mak- 
ing use of that wide inquisitiveness 
about medical science which is al- 
most universal. 


At one time or another we have 
all visited some exposition or fair 
and have been impressed by the 
interest shown in the scientific ex- 
hibits devoted to medicine. While 
this type of approach, is probably 
ill-suited to the educational pro- 
gram which a hospital might offer, 
it should give encouragement as to 
the possibilities and the wide fields 
of interest which could be evoked 
by any program of similar aim. 

Any educational program on the 
part of the hospital must be predi- 
cated upon a proper staff organiza- 
tion and spirit. The day when a 
hospital, large or small, can be said 
to be fulfilling its function by mere 
housing, nursing and medical at- 
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tention is rapidly passing; in vfact,; 
it has passed. The hospital must 
become increasingly an institution 
of learning and its staff must adopt 
the attitudes and habits of such 
institutions. 

Among these attitudes may be 
mentioned willingness to conform 
to schedules, willingness to confer 
and advise with associates and will- 
ingness to teach. This means, in 
short, that members of the attend- 
ing staff must be willing to give 
up an appreciable amount of time 
to the group effort—organization, 
study, instruction. 

In many hospitals this program 
of lay education will not necessitate 
any radical change from present 
policies. Many of the lectures and 
demonstrations in the courses for 
nurses training could be used tor 
such an end. Medical house officers 
could probably simplify some of 
their tasks by talks to special 
groups instead of to individuals. 
Most patients want to have some 
information as to the significance 
of the tests employed, the indica- 
tions and limitations of therapy, 
the meaning of convalescent care, 
hygienic living and the like. 

Many hospitals give patients on 
admission a sheet or pamphlet ex- 
plaining such matters as visiting 
hours, the use of radio, telephone, 
electric fans and similar devices, 
and some explanation of the vari- 
ous departmental services offered. 


Such a pamphlet could profitably 
be expanded into a larger once or 
even a series, setting forth the d.ag- 
nostic and therapeutic significa ice 
of the tests and procedures offe: ed. 

Today, I received from our !10s- 
pital administrator a letter con- 
cerning our newly established 
blood bank—“Will you not asstime 
your share of responsibility in this 
matter and urge the families of 
patients to donate blood to the 
bank?” Of course I shall, but | 
wish that I could hand them a brief 
bit of instructive writing on such 
subjects as transfusion, — blood- 
matching and blood banks. 

One of the bars to such group 
instruction in the past—the private 
patient, private room attitude—has 
been dented considerably by our 
experiences of the past half dozen 
years. Our young people of Army 
training are used to the group type 
of approach in medical as well as 
in other forms of instruction. The 
crowded condition of our hospitals 
has made the lay public less exact- 
ing and less sensitive to the neces- 
sity for group care. It would find 
no objection to group instruction 
properly presented. 

We are asking the public to in- 
vest increasingly large sums for 
medical care and _ hospitalization. 
We should give them the instruc- 
tion which will allow them to ap- 
preciate the necessity for such ex- 
penditures. 





Refresher Programs for the 


PHYSICIAN VETERAN 


NATHAN SMITH, M.D., FACHA 


MEDICAL SUPERINTENDENT, MORRISANIA CITY HOSPITAL, NEW YORK CITY 
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APIDLY TURNING from a war to a 
R peace program, American hos- 
pitals have become aware of the 
important part they must play in 
the post-war training of veteran 
physicians. The hospitals will have 
to extend their teaching. Those 
hospitals not connected with schools 
of medicine will have to try to put 
on programs in line with those now 


carried on by so-called teaching 
hospitals. 
The practice of medicine 1s 4 
continuous process of education. 
More and more the hospital is be- 
coming the center for advanced 
work in medicine and consequent- 
ly, the site for graduate work. 
The Morrisania Hospital, with 
539 beds, has a great variety of pa- 
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tients available for teaching pur- 
poses. The equipment is modern. 
Training in laboratory methods as 
well as bedside instruction is given. 
The large amount of clinical ma- 
terial in the out-patient depart- 
ment is also available for instruc- 
tion. A well stocked reference 
library is at the disposal of students. 

Our hospital is fortunate in hav- 
ing a visiting staff which has al- 
ready developed an_ organized 
teaching program for interns and 
residents. They are willing to as- 
sume the responsibility of training 
the returning medical veterans 
even though it may entail some 
sacrifice of private practice.* 

The director or chief of each ser- 
vice is in charge of his respective 
course and is responsible for the 
organization of the details of the 
program and assignment of tasks to 
various members of his staff. He 
also takes an active part in the edu- 
cational work of the department. 
The teaching group includes not 
only the attending but the resident 
staff.? 

The purpose of this paper is to 
offer a systematized plan for post- 
graduate training of veteran physi- 
cians. The suggestions presented 
will lend themselves for adaptation 
by any hospital that has an ade- 
quate supply of clinical material 
and a cooperative visiting staff. 

The program offers effective 
short and long term refresher cours- 
es both for the general practitioner 
and the specialist. The courses are 


dents; (c) comprehensive course, 6 
months, 2 students. 

Veteran and civilian physicians 
who are engaged in practice may 
find it difficult to give up the 
amount of time required for any 
of the courses illustrated above. For 
these physicians, courtesy should 
be extended to attend certain parts 
of these courses as lectures, rounds, 
conferences, demonstrations, clinics 
and the like. Their presence will 
not interfere with the program of 
those who are attending the regu- 
lar and complete courses. At the 
same time, it gives to a larger num- 
ber of physicians an opportunity to 
take advantage of at least part of 
the training program. In order that 
the general medical public may be 
informed of this opportunity, no- 
tices should appear in the local 
medical society publications. 


DESCRIPTION OF COURSES 
Medicine (General) 

1. Participate in the work of the 
special clinics, such as those in 
heart disease, gastroenterology, al- 
lergy, dermatology, ear, nose and 
throat, physical therapy, diabetic, 
syphilology and proctology. 


2. Didactic reviews of the recent 
advances in the various fields of 
internal medicine by a series of 
lectures. 

3. Ward rounds, seminars, clin- 
ical and pathological conterences. 

4. Formal bedside teaching, 
joined by various staff members of 
specialty departments, such as X- 
ray, EKG., Laboratory. 

5. Clinical clerkship on _ the 
wards, history taking, physical ex- 
amination, diagnostic procedures 
and treatment. 

6. Laboratory work such as 
blood counts, blood chemistries, 
spinal fluid examination, sedimen- 
tation rate, basal metabolism. 


Specialty Fields in Medicine 
Conducted by Their Respective Staffs 
X-ray—Applicants are present at 

interpretation of all films, of roent- 
gen ray examinations taken in hos- 
pital during the day. Interpretation 
of fluoroscopic examinations. Cor- 
relation of x-ray findings with path- 
ological, clinical and operative 
procedure. 

Neurology—Review of clinical 
problems in neurology and neuro- 
psychiatry on the wards of the in- 
stitution. 

Dermatology—Clinical and didac- 
tic dermatology, treatment of the 
common skin diseases including 





MEDICINE (GENERAL)— 6_ weeks 








| 


| 
Monday | 


Tuesday | Wednesday 


Thursday Friday | Saturday 





conducted by the members of the 


eee. - *X-ray and 
visiting staff of the hospital. . 


Fluoroscopy 


*Electro- 
cardio- 
graphy 


Ophthal- Clinical 
moscopy | Clerkship 


*Lecture | 
| | on wards 
| 
| 


*X-ray and 
Fluorscopy 





*Syphilology | Clinical 
Clerkship 


on wards 


SCHEDULE OF 
REFRESHER COURSES 

The following schedules are the 
result of careful planning and illus- 
trate the proposed courses in medi- 
cine, general and traumatic surgery, 
obstetrics and gynecology, and urol- 
ogy (the courses vary from one to 
six months): 

Medicine (general)—6 weeks, 5, 
students; general and traumatic 
surgery—4 months, 5 students; ob- 
stetrics and gynecology—1 month, 3 
students; urology — (a) refresher 
course, 1 month, 2 students; (b) 
retraining course, 3 months, 2 stu- 


ee 


1, Smith, Nathan—The Education of 
the Intern, The New England Journal 
of Me icine, January 16, 1941. 

2, Smith, Nathan—Preparing Now for 
dete Training of Doctor Veterans, 

OSpitals, February 1945. 


Clinical 
Clerkship 
on wards 


Physical- 
| Therapy 


*Diseases 
of the 
Lungs 


*Neurology 





*Diseases Pediatrics Clinical 


of the | Clerkship 
Lungs on wards 


Clinical 
Clerkship 
on wards 


*Neurology Pediatrics 








Clinical 
Clerkship 


on wards 





Clinical Proctology 
Clerkship 


on wards 


Gastroen- 
terology 


*Derma- 
tology 





Gastroen- |*Diabetes Allergy 


terology 


Ear-Nose- 
Throat 


Clinical 
Clerkship 
on wards 





*Medical 
Ward 
Rounds 


*Medical *Lecture *Allergy *Diabetes 


Ward 
Rounds 








*Medical 
Ward 
Rounds 


*Lecture | *Lecture *Pathology 


Conference 


























*Denotes hours at which any physician not enrolled in the regular course may attend as visitor 
and partake in the discussions. 
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syphilis, tuberculosis, skin neo- 
plasm and parasitic skin diseases. 

Ear, nose and_ throat—Instruc- 
tions in the care and examination 
of patients in the ear, nose and 
throat clinic. ; 

Physical therapy—for the general 
practitioner (clinic patients). Tech- 
nique of diathermy and short wave. 
The galvanic, medical and surgical 
diathermy, ultra-violet radiation, 
massage and exercise. 

Luetic-syphilis in all its phases— 
diagnosis and _ treatment—clinic 
patients. 

Electrocardiography — Review 
of fundamentals and demonstra- 
tions. Auricular flutter and fibrilla- 
tion and various forms of heart 
blocks. T-wave changes in coronary 
occlusion and miscellaneous abnor- 
malities. Diagnosis and clinical in- 
terpretation of electrocardiograms. 
Reading of records and correla- 
tion of ward cases with graphic 
findings. 

Diabetic ambulant—(clinic pa- 
tients)—Diet essentials: bulk, car- 
bohydrate, protein and fat allow- 
ance, minerals, fluids and vitamins. 
Methods of estimating the patient’s 
caloric requirements, glucose toler- 
ance (from menu in use) and ad- 
justing diet to patient’s needs. 

Special requirements in the man- 
agement of ambulant diabetic; 
change of diet; effect of intercur- 
rent infections; possible complica- 
tions; effect of age, sex, dimensions 
and weight, occupation and gen- 
eral health; effect of insulin on 
diet prescription. Management and 
treatment of assigned cases. Dis- 
cussion of problems arising from 
observation of typical and atypical 
cases. Discussion of problems of 
juvenile patient. 

Proctology — (clinic patients) — 
Diagnostic methods in disease of 
rectum and colon with demonstra- 
tions on patients. 

Allergy— (clinic _patients)—Gen- 
eral observations of clinical proced- 
ures. Skin testing—scratch method, 
intracutaneous method, patch 
method, elimination diets, elimi- 
nation procedures, therapeutic and 
other measures. The individual al- 
lergic diseases and _ conditions: 
Asthma, bronchitis, hay-fever, ur- 


46 


ticaria, angioneurotic edema, ecz- 
ema, poison ivy. Differential diag- 
nosis: Practical points to consider 
in the use of antitoxins, vaccines, 
sera, various medicaments. 
Ophthalmoscopy—Lesions of the 
fundus associated with general 
medical and neurological cases and 
demonstrations on ward patients. 


Clinical pediatrics—Students will 
examine children ill on the wards 
of the hospital, not only with com- 
moner diseases, but also with un- 
usual ailments. 

Lectures in medicine—2, on in- 
fectious diseases, including chemo 
and bio-therapy; 2, on virus dis- 
eases, recent knowledge; 2, on the 
modern treatment of heart disease; 
1, on recent advances in the treat- 
ment of diabetes; 2, on peripheral 
vascular diseases; 2, on psycho so- 
matic syndrome; 4, in neurology; 4, 
in pediatrics; 2, in diseases of the 
gastro-intestinal tract; 1, on ane- 


mia; 1, on diseases of the blood . 1d 
blood forming organs. 

These lectures will be given by 
the senior members of the visit ing 
staff, whenever possible. The rien 
selected for the lectures will be 
those whose interests are espe: ial- 
ly concentrated in the fields coy erd 
by the various lectures. 


SUMMARY OF SURGICAL 
AND TRAUMATIC COURSE 


1. Traumatic clinical clerkship, 
10 hours a week; care of patients, 
history taking and physical examin- 
ations. 

2. Surgical clinical clerkship, 10 
hours a week; application of casts, 
care of traction, history and _phys- 
ical care of patients, ward surgery. 

3. Neurological rounds, with 
neurological staff, two hours a 
week. 

4. Lecture, surgery (course of 
lectures included); traumatics. 

5. Neurosurgery, one a month. 





GENERAL AND TRAUMATIC SURGERY 





Monday 


Tuesday 


Wednesday 


Thursday 


Friday 


Saturday 





Traumatic 
Clinical 
Clerkship 


Surgical 
Clinical 
Clerkship 


*Traumatic 
Conference 


Surgical 
Clinical 
Clerkship 


Traumatic 
Clinical 
Clerkship 


Surgical 
Clinical 
Clerkship 





*Neuro- 
logical 
Rounds 


Surgical 
Clinical 
Clerkship 


*Traumatic 
Conference 


Diabetic 
Surgery 
Rounds 


Traumatic 
Clinical 
Clerkship 


Surgical 
Clinical 
Clerkship 











*Neuro- 
logical 
Rounds 


*Neurosurgi- 
cal Lecture 
1 (month) 
(Traumatic 
and Surgical 
Oper.) 


Traumatic- 
Clinical 
Clerkship- 
OPD-Surg. 
Traum. 
(Traumatic & 
Surg. O.R.) 


& Demonsira- 
tions 
(Traumatic & 
Surg. Oper.) 
(Tr. & Surg. 
O.R.) 


*Lecture 
(Surgical 
Specialties) 


(Tr. & Surg. 


O.R.) 


OPD- 
Surgical 
Traumatics 
(Traumatic & 
Surg. O.R.) 








Traumatic 
Clinical 
Clerkship 


Surgical 
Clinical 
Clerkship 


Plastic 
Surgery or 
Neuro- 
surgical Op. 
& Demon- 
strations 


Surgical 
Clinical 
Clerkship 


Traumatic 
Clinical 
Clerkship 








Traumatic 
Clinical 
Clerkship 


*Traumatic 
X-ray 
Review 
(Cases of 
the Week) 


*Surgery 
Rounds 


Vascular 
Disease 
Clinic and 


*Surgery 
Rounds 








*Lecture 
Surgery 


Surgical 
Clinical 
Clerkship 


Traumatic 
Clinical 
Clerkship 


Demonstra- 
tion 


*Grand 
Rounds 
Ath Friday 
each month 








*Lecture 
Traumatics 








Surgical 
Clinical 
Clerkship 





Traumatic 
Clinical 
Clerkship 





*Path. Con- 
ference 
(once a 
month) 
Surgical- 
Clinical 
Clerkship 




















*Denotes hours at which any physician not enrolled in the regular course may attend as visitor 
and partake in the discussions. 
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6. Lecture, chest Surgery, one a 
month. 

7. Demonstrations, diabetic sur- 
gery, vascular diseases, plastic sur- 
gery, neurosurgery; one a week 
each. 

8. Traumatic x-ray review (cases 
of the week), two hours a week; 
conference ( problem cases) three 
hours a week. 

9. Surgery, divisions I and II; 
rounds two hours a week, each. 

10. Traumatic and surgical op- 
erating room technique; every day. 

11, O.P.D. Traumatic, Surgery; 
two mornings a week. 


Lectures in Traumatics 

1, Trauma, emergency  treat- 
ment of fractures, shock, burns. 

2. Hand, tendon and nerve sur- 
gery infections. 

3. Pelvic and scapula fractures, 
traction and plaster, head trauma. 

4. Colles, supracondylar, both 
bones of forearm fractures. 

5. Fracture of femoral neck, in- 
tertrochanteric fractures, fractures 
of shaft and femur. 


6. Fracture of humeral neck and 
shaft, fracture of both bones of 
leg, Pott’s and Trimalleolar frac- 
tures. 

7. Fracture and dislocations of 
spine nuchaus_ polposus, sciatic 
syndrome, low back pain. 

8. Carpal, tarsol, metacarpal and 
metatarsal fractures, os calcis frac- 
tures, compound fractures. 

9. Fractures about the knee, de- 
rangements of the knee, subacrom- 
ial bursitis. 

10. Chest injuries, fractured ribs, 
contusion of the heart. 

11. Trauma in diabetics, union 
and non-union, anaesthesia in 
trauma. | 

12. Gas Bacillus infection, frac- 
tures of the nasal bones. 


Lectures in Surgery 

1. Management of thyroid dis- 
ease (2 lectures). 

2. Medical and surgical aspects 
in treatment of gastric and duo- 
denal ulcer. 

3. Management of cholecystitis 
(2 lectures). 





REFRESHER COURSE IN UROLOGY 





Morning 


Afternoon 





|  8:30—10 


| 


10—12 


1—3 3:40—4:30 





M | Preoperative and 
O | Postoperative 
N | Treatment (wards) 


Diagnosis 
| Treatment 


*Cystoscopic Clinic 


*Grand Rounds *Consultation Visits 


Demonstration 





8:30—10 


10—12 


1:30—4:30 4 





| Preoperative and 
Postoperative 
Treatment (wards) 


Diagnosis 
Treatment 


*Cystoscopic Clinic 


*Consultation Visits 
Lecture or 
| Demonstration 


| 

| 

| Lecture or 
| 

| 

| Surgery 





8:30—9. 9—10 10—12 


1:30—2:30 2:30—4:30 





*Followup 
Cystoscopic 
Clinic 


Dressings. *Special 
Wards . Lecture 





Transurethral 
Operations & 
Manipulations 


*Special Lecture 





9—10 10—12 


1:30—2:30 2:30—4 





*Followup 
Cystoscopic 
Clinic 


Genito Urinary 
Outpatient 
Clinic 


*Ward Rounds *Followup Clinic 








8:30—10 10—11 


- 11—12 


1:30—4:30 4:00 





| Preoperative and 
| Postoperative 
| Treatment (wards) 


*Special 
Lecture . scopic 


« Clinic 


. Cysto- 


*Consultation Visits 
Lecture or 
Demonstration 


Surgery 





9—10 10—12 





Personal 
Conferences 


| Genito Urinary 
| Outpatient 
Clinic 























*Denotes:hours at which any physician not enrolled im the regular course may attend as visitor 


and partake in the discussions. 
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4. Management of acute abdom- 
inal emergencies. 

5. Management of inguinal and 
ventral hernia. 

6. Management of acute appen- 
dicitis. 

7. Breast tumors. 

8. Uterine fibroids. 

9. Surgical diagnosis. 


OBSTETRICS & GYNECOLOGY 

Operative, pathological and man- 
ikin demonstrations. 

Participation in prenatal, post- 
natal and gynecological clinics. 

Didactic lectures; ward rounds; 
round table discussions; clinical 
conference. 


Lectures 

Physiology of pregnancy; med- 
ical and surgical complications of 
pregnancy; toxemia of pregnancy; 
physiology of labor; obstetrical 
dystocia; bleeding in pregnancy; 
armamentia in operative obstet- 
rics; post-partum and_ puerperal 
care. 

The immediate care of the new- 
born; the estrogens; the androgens, 
progesterone—the gonodotrophins; 
the mentstrual cycle; amenorrhea 
(functional) ; dysmenorrhea; the 
menopause; sterility; other disturb- 
ances associated with menstruation. 


UROLOGY 
Refresher Course 

This course is suggested for phys- 
icians having previously had uro- 
logic training adequate to qualify 
them for certification by the Amer- 
ican Board of Urology, but who 
feel it necessary or advisable that 
they briefly review recent diag- 
nostic and therapeutic urologic 
procedures. They will be given per- 
sonal instruction and special op- 
portunities. 


Retraining Course 

This course is intended for phys- 
icians having had preliminary but 
incomplete or inadequate urologic 
training who -desire further in- 
struction in the various urologic 
modalities and techniques, It will 
include elements of Course A, 
special lectures and personal in- 
struction in diagnostic..and. instru- 
mental procedures. 
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REFRESHER COURSE, GYN. OBS.—4 weeks 








Monday Tuesday 


Wednesday 


Thursday Friday Saturday 





Ward 
Rounds 


Ward 
Rounds 


Ward 
Rounds 


Ward 
Rounds 


Ward 
Rounds 


Ward 
Rounds 





Prenatal Gyn. 
Clinic Surgery 


logy 


*Endocrine 
Disturbances} Surgery Clinic 
in Obstetrics} (O.R.) 
& Gyneco- 


(Lecture) 


*Manikin 
Demon- 
stration 


Gyn. Prenatal 





Prenatal Gyn. 
Clinic Surgery 


*Manikin 
Demon- 
stration 


Gyn. Prenatal 
Surgery Clinic 





*Lecture *Lecture 


Cardiac 
Disease in 
Pregnancy 


*Demon- 
stration 
Gyn. — Obs. 
Pathology 





Gyn. *Lecture Gyn. 


Clinic Clinic 


*Grand 
Rounds 





Gyn. “Gyn. 











Clinic =e Clinic 


*Conference 























*Denotes hours at which any physician not enrolled in the regular course may attend as visitor 


and partake in the discussions. 


Comprehensive Course 
This course is devised for phys- 
icians whose preliminary training 
and experience in urology as a 
specialty was interrupted to such 
extent that Courses A and B would 
be inadequate. It will include ap- 


propriate elements of Courses A 
and B and, in addition, special in- 
struction in surgical technique, 
diagnostic and instrumental pro- 
cedures. 


In conclusion, I wish to state 


1. The necessity for postwar 
training of veteran physician: is 
urgent at the present time. 

2. The type of instruction to the 
returning veteran should be jioth 
clinical and didactic. 

3. The courses should be made 
as practical as possible and consist 
of daily rounds and weekly grand 
rounds, clinical conferences, lec- 
tures, demonstrations, routine lab- 
oratory and autopsy work, outpa- 
tient department assignments and 
an opportunity for participation in 
clinical research. 

4. Emphasis should be given to 
the diagnosis and treatment of 
patients at the bedside and clinic. 

5. The student should have 
specific ward responsibilities and 
his work closely integrated with 
that of the house staff. 

6. The increased pressure of 
professional responsibility on vet- 
eran and civilian physicians makes 
it extremely difficult for some of 
them to leave their practice for 
long periods. Therefore, courtesy 
should be extended to these phy- 
sicians to attend certain parts of 
these courses as lectures, rounds, 
conferences, demonstrations and 
clinics. 





Three Eras in the Developing Relationship of 
MEDICAL EDUCATION and CARE 


t* CURRENT DISCUSSIONS of the 
problem of medical care there 
is, even in academic circles, a tend- 
ency to devote major attention to 
the economic aspects of the prob- 
lem. There are, however, other 
aspects which are worthy of 
thoughtful discussion. The orienta- 
tion of medical education is one of 
these. 

The historical relationship of 
medical education and medical 
care in this country may be said to 
fall into three eras. 

There was first the colonial peri- 
od, when medical education was 
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largely incidental to medical care. 
Those were the days of the precep- 
tor and the apprentice. In general a 
young man was apprenticed to his 
preceptor for from three to seven 
years. This system was in vogue un- 
til the colonies achieved independ- 
ence, and in some states into the 
early nineteenth century.? 
The beginning of 


ea 


medical 


schools in this country may be 
dated from the appointment of 
William Shippen Jr., as professor 
of anatomy and surgery and of 
John Morgan as professor of medi- 
cine in the College of Philadelphia 
in 1765, although it was not until 
1767 that the trustees of the college 
adopted definite rules in regard to 
the conferring of medical degrees. 
Yet, as late as 1810 there were only 
five medical schools in existence in 
the United States with a total en- 
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rollment of about 650, of whom 
about 100 received either the de- 
gree of bachelor or doctor of medi- 
cine.” 

The population of the United 
States at that time was 7,289,881, 
and there were about 7,000 part or 
fulltime medical _ practitioners. 
Most of the practitioners in this 
country shortly after the turn of 
the century were, therefore, still 
products of the apprentice system. 

Next came the period of didactic- 
ism, when medical education and 
medical care were, to all intents 
and purposes, divorced. 

The idea of the founders of med- 
ical schools in this country was to 
make them supplement but not 
supersede the work of the precep- 
tor and the medical apprentice. By 
combining in a medical faculty sev- 
eral receptors, each qualified in 
one department, all the branches of 
medicine then recognized could be 
reviewed in the form of didactic 
instruction in five or six months of 
the year. It was assumed that the 
student woud. serve two to four 
years of apprenticeship before re- 
sorting to a medical school.* 

Gradually, however, private pu- 
pilage disappeared and didactic 
study in a college assumed more 
prominence so that by 1876 one- 
third of the 64 medical colleges 
then in existence could give their 
students no opportunities for clin- 
ical instruction, and all except 
three or four attempted “to crowd 
instruction in all the departments 
of medicine upon the attention of 
mixed or ungraded classes in an- 
nual college terms of from 16 to 
20 weeks and exact only two such 
strictly repetitional courses for 
graduation.”’4 


Hit Lowest Level 


This period of didacticism, 
which flowered in the half-century 
from about 1830 to 1880, produced 
what may be regarded as the lowest 
level of medical education in this 
country. At least one important 
Teason for its low status was the 
fact that medical education during 
this era was almost entirely separ- 
ated from medical care. 

Toward the end of the last 
century the attention of medical 
educators was once more directed 
o sick patients. Thus, John Shaw 
Billings in 1877, in suggesting how 
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Johns Hopkins University might 
organize its medical department, 
was led to remark that “not a single 
person has advised the establish- 
ment of a school on the same plan 
as those already in existence.” He 
stated further that “an absolute 
necessity to make the school effec- 
tive in training practitioners is 
abundance of clinical material.’ 
... ‘The demand for clinical teach- 
ing is a reaction against excessive 
or exclusive use of lectures as a 
means of giving instruction, and a 
reaction which is natural and justi- 
fiable.’’? 


Emphasis on Patient 


In assessing the contribution to 
American medicine of the Johns 
Hopkins group, we are likely to be 
so impressed with their introduc- 
tion of the scientific approach to 
medicine that we are inclined to 
lose sight of their perhaps equally 
important influence in reintroduc- 
ing the sick patient as a medium of 
medical education. To be sure, they 
were interested only in those sick 
patients directly under their care 
in their own hospital and the great 
advances in medical education in 
this country in the past half cen- 
tury have proceeded with this more 
or less limited relationship to sick 
patients. With this system very 
high standards of medical care 
have been achieved in this country, 
but predominantly in university 
teaching hospitals. 

The fact that medical care as- 
sumed a place of secondary im- 
portance to medical education in 
the teaching hospital is further il- 
lustrated by Billings’s suggestion 
that “so far as the hospital is con- 
cerned, it must either have a large 
number of beds, or some means of 
moving patients rapidly from its 
wards, discharging them to insti- 
tutions for chronic or convalescent 
cases, and filling their places with 
those of immediate interest.’ The 
emphasis is on patients of “immedi- 
ate interest,” i.e., teaching interest. 

The modern era of medical train- 
ing, is one in which medical care 
is more or less incidental to medical 
education. 


It is not intended to imply that 
medical care is neglected or con- 
sidered unimportant. On the con- 
trary, at those points at which 
medical care and medical educa- 
tion are related, the medical care 
is of the highest order for the very 
reason that it has become a model 
for teaching. It is only intended to 
imply that those points of contact 
are few and that the relationship 
of medical care to medical educa- 
tion is quite limited. 


A 150-Year Change 


This development in the rela- 
tionship of medical education and 
medical care in this country has 
proceeded over a period of 150 
years. In Europe the same process 
of development has extended over 
a period dating from Hippocrates 
in the fifth century B. C. 

These eras and these relation- 
ships are, of course, not sharply 
etched. The gradualness and the 
peripheral zone of overlapping 
which characterize all human 
movements obtain here as well. But 
these eras do emerge as major ten- 
dencies. 

In general, then, the develop- 
ment of medical education in this 
country may be said to have pro- 
ceeded somewhat as follows. First, 
there was the era when medical 
education was more or less inci- 
dental to medical care—the days of 
apprenticeship. This was up to 
about 1830. There followed the 
period when medical education was 
practically divorced from patients. 
This was the didactic period and 
extended up to about 1890. There- 
after, with the introduction of the 
teaching hospital, medical care be- 
came incidental to medical educa- 
tion. 


New Era Possible 


Perhaps we have now reached a 
stage where it might be possible to 
introduce another era in the rela- 
tionship between medical care and 
medical education, one in which 
medical education will be related 
to practically all phases of medical 
care. In other words, instead of 
medical schools using only. a small 
number of hospitals for the pur- 
pose of training their students—in 
which case the training is primary 
and medical care quite secondary— 
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perhaps it will be possible to have 
medical schools affiliate themselves 
with most of the hospitals in this 
country for teaching purposes 
under circumstances whereby med- 
ical education and medical care 
will be given equal emphasis. 

The problem is essentially one of 
integrating more completely our 
present highly developed medical 
educational programs into the 
problems of medical care. 


This is what we have been at- 
tempting at the Tufts College 
Medical School through a program 
sponsored by the Bingham As- 
sociates Fund. To accomplish such 
an integration there has been creat- 
ed first a hospital organization (in 
Maine and Massachusetts) affiliated 
with a medical school (Tufts). This 
hospital organization is on a graded 
basis; there are smaller community 
hospitals, district centers, and the 
medical school hospital center in 
Boston. 

Such a graded grouping repre- 
sents essentially a single complete 
hospital organization spread over 
a wide geographic area to care for 
a large medical population through 
organized channels of filtration. 
These channels are kept open for 
orderly, rapid, and automatic fil- 
tration so that the patient in the 
most distant isolated community 
has potentially and easily available 
the most specialized services that 
can be developed in the widest 
practicable geographic area. 

The creation of graded centers, 
each equipped to handle in the 
best possible manner problems 
within a certain scope, should do 
much to check the present tendency 
for patients to travel great dis- 
tances for medical care. Improve- 
ment in transportation facilities is 
likely to increase this tendency. If 
such medical traffic is controlled by 
physicians and not subject to the 
whims of patients, and if efficient 
local and way stations are estab- 
lished, there will not only be many 
less patients travelling aimlessly 
about and often unattached to a 
safe, local medical base, but those 
patients who do reach the larger 
centers from distant areas will be 
only such as really need to be there, 
and they will still be under the 
medical control of their local phys- 
icians. 

Each individual unit in such a 
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grouping of hospitals should be 
clinically independent of every 
other unit. That is to say, one unit 
should not have to draw patients 
from other units in order to sur- 
vive. Only in this manner can dis- 
interested cooperation be easily 
achieved. For example, in a large 
metropolitan area like Boston a 
central medical school hospital can 
be established which is clinically 
independent of the hospitals in 
Lewiston, Waterville, Presque Isle 
and other points. There are 
enough patients in the Boston area 
to supply sufficient clinical ma- 
terial so that if no patients what- 
soever were drawn from the affili- 
ated hospitals, the Boston hospital 
could survive and function inde- 
pendently. Similarly, the Central 
Maine General Hospital, being 
located in Lewiston, has sufficient 
patients in its own community to 
be clinically independent of all of 
its affliated communities so that 
it, too, can cooperate impartially. 
The same thing is true of the small 
community hospitals as they relate 
one to the other. 

On the other hand, if an attempt 
were made to establish a base hos- 
pital or a regional center in a small 
community, it would be clear at 
the outset that in order for such a 
hospital to develop beyond the 
range of ordinary community hos- 
pitals, it would have to draw pa- 
tients from surrounding commun- 
ities and, once established as a 
center, it would have to continue 
to draw patients from surrounding 
communities in order to survive. 
There would thus be created po- 
tential sources of jealousy and con- 
flict between various communities. 

Worse still, if such a center in a 
small community became particu- 
larly large, it would tend to pro- 
duce a sort of medical atrophy in 
the outlying areas. The process 
would be one of centralization at 
the base and subordination at the 
periphery. When, however, popu- 


‘lation is taken into consideration, 


it becomes possible instead to de- 
centralize and coordinate. It also 
becomes possible to create a situ- 
ation, maintenance of which is to 
the selfish interests of all concerned. 


Incidentally, when selfish interests 
are harnessed to a useful goal, t!icre 
is created an internal cohesion and 
vitality which assures dynamic »ro- 
gress with a minimum of central 
direction. 


Medical School an Essen :ial 

Surgeon Gen. Parran, in sugvest- 
ing that the Bingham Associates 
program serve as a model for the 
nation at large, has referred to a 
central base hospital as being ‘‘de- 
sirably connected with a medical 
school.’® If, however, a medical 
educational program is to be fully 
integrated into the problems of 
medical care, then a medical school 
should be made an essential, and 
not only a desirable part of the 
planning of every central base hos- 
pital. The medical school is not 
only the sole source of the continu- 
ing supply of physicians, but it is 
the source of the high quality of 
medical care supplied by all prac- 
ticing physicians. The distribution 
of this high quality has been un- 
even in the past because there has 
been no organized plan of relating 
the medical school to the entire 
community. 


Generally the highest quality of 
medical care available in any given 
area has been that which centered 
about a hospital connected with a 
medical school. This high quality 
of medical care should be extended 
in its geographic scope as far as is 
possible and practicable, the med- 
ical school serving as the focal 
point of distribution. The distri- 
bution of the highest quality of 
medical care, based on the critical 
application of the newest advances 
in medicine, is basically a medical 
educational program. It is there- 
fore logical for it to be based on an 
educational institution. 


It may be said that there are 
large areas in this country without 
medical schools. Almost every 
geographic area, however, has a 
preponderance of physicians from 
one medical school in an adjoining 
or nearby state. Such a_ school 
would be the logical educational 
focus in that area. If necessary, per- 
haps an occasional new medical 
school might be created to serve 
as the continuing source of con- 
stantly improving medical. care in 
a large area which would otherwise 
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be without such a stimulating in- 
fluence. Incidentally, a medical 
school is peculiarly able to be im- 
partial in advancing the standards 
of medical practice, since. its pri- 
mary function is medical educa- 


tion. 


Achieving Full Coordination 


In the foregoing discussion em- 
phasis has been placed on the role 
of a medical school in a program of 
medical care because it is through 
such a relationship that a full co- 
ordination of medical education 
and medical care can be achieved. 

When an organization has been 
visualized and created which is 
potentially capable of such a full 
coordination, it then remains to 
develop the means for making such 
an organization practically effec- 
tive. When the highways have been 
built, traffic has to be moved and 
directed. Such directed movement 
to be most effective- should take 
place on the three levels of medical 
education, namely, the undergradu- 
ate, the graduate, and the post- 
graduate. Thus far our approach 
has been practically limited to the 
postgraduate phase. 


It has concerned itself not only 
with such customary postgraduate 
activities as clinics, teaching ward 
rounds, and lectures in the affili- 
ated hospitals, but it has involved 
as well the coordination of certain 
ancillary medical services such as 
laboratory, x-ray, pathology, diete- 
tics, library, and electrocardio- 
graphy. Finally arrangements are 
made for the orderly referral, as 
desired, of patients who present in- 
creasingly difficult problems from 
the smaller community hospitals to 
the regional centers, to Boston. The 
details of this program. have been 
described elsewhere.’° At this point 
it may be worth while to indicate 
some of the principles which we 
have considered of fundamental 
importance in the establishment of 
such a postgraduate medical pro- 
gram. ‘These are: 


A. Comprehensiveness. In contin- 
ung and explanding, our postgrad- 
uate program in order to be suc- 
cessful must be sufficiently compre- 
hensive. An engine, to function 
Well, must have many parts. Any 
one part may be extraordinarily 
fine, but if other parts are lacking, 
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the engine is not very useful. It is 
possible that few, if any, postgradu- 
ate programs in the past have been 
wholly successful because few, if 
any, have been sufficiently compre- 
hensive. There is probably no 
single approach to the problem of 
postgraduate medical education. 
The solution is rather in seeking 
a proper combination of various 
approaches. 

In undergraduate medical edu- 
cation no one form of teaching is 
employed. We have laboratory ex- 
ercises, didactic lectures, clinics, 
ward rounds, clinical pathological 
conferences and the like. If it has 
been found desirable to approach 
the problems of undergraduate 
medical education through a vari- 
ety of methods when we are dealing 
with a more or less homogeneous 
group of students, how much more 
important is a multiple approach 


‘to the postgraduate medical educa- 


tional problem when we are deal- 
ing with practicing physicians who 
have not only various trainings, but 
diverse types of practice, different 
environments, different interests. 

Thus, if a clinical teacher who 
is conducting rounds at Lewiston 
suggests that an Rh determination 
is important, arrangements are 
easily available for the method to 
be introduced into the local labor- 
atory. There are many examples of 
the complementary nature of our 
postgraduate program which have 
made it clear not only that such 
complementalness is desirable, but 
that without it a postgraduate pro- 
gram can at best be only briefly and 
partially helpful. 


2. Intimate Relation to Clinical 
Practice. Wherever possible we 
have attempted to relate our teach- 
ing directly to the patient with 
whom the practicing physician is 
concerned. Hence, the x-ray con- 
ferences in Boston are not designed 
simply to provide helpful general 
information to the _ radiologists 
from the affiliated areas. They are 
planned in such a manner that all 
or most of the teaching material 
consists of the actual clinical cases 





with which the radiologists are im- 
mediately concerned. 

The teaching ward rounds in the 
affiliated hospitals become large 
scale consultations because the pa- 
tients used for such teaching present 
problems of immediate concern 
to the practitioners involved. The 
postgraduate program is, wherever 
possible, closely linked with clin- 
ical consultation. The doctor is 
brought into the program through 
his patient, which is to say that his 
daily professional activities become 
a medium for his continued edu- 
cation. 

Incidentally, the principle of ap- 
plying wherever possible clinical 
consultations with clinical teach- 
ing makes the actual teaching more 
acceptable since it is of more im- 
mediate practical use. 

3. Automatic Provisions for Con- 
tinuity. Another highly desirable 
principle of a postgraduate pro- 
gram is that it be made automatic- 
ally continuous. The isolated post- 
graduate course is at best a tempor- 
ary ripple in the stream of the phy- 
sician’s consciousness. Actually, the 
incorporation of the teaching pro- 
gram into the physician’s practice 
wherever possible in itself serves to 
make the program continuous be- 
cause the practice is continuous. 

We have considered as_ basic 
features of a successful postgradu- 
ate program comprehensiveness, 
continuity, and integration with 
clinical practice. In a consideration 
of graduate and undergraduate 
medical education as they may be 
related to the problems of medical 
care, provisions for continuity and 
integration with clinical practice 
are of equal importance. 


Undergraduate Neglected 


Thus far we have made only 
tentative and cautious attempts to 
approach the problem of graduate 
education in our program. We 
have done nothing with regard to 
undergraduate education. Our 
present thoughts, however, as to 
how these phases may be incorpor- 
ated into the general program are 
somewhat as follows. These plans 
are subject to considerable change 
or they may even be discarded, but 
they will serve as a point of de- 
~arture: 

First, as regards undergraduate 
education. It is our hope in the 
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postwar period to arrange clinical 
clerkships for fourth-year students 
in the community hospitals associ- 
ated with our program. In each 
suitable hospital we would plan 
to have one such clerk for one or 
two months at a time. This stu- 
dent might spend half the day, i.e., 
the forenoon, in the hospital itself, 
acting essentially as a junior in- 
tern, while he would spend the 
afternoons working as an appren- 
tice in the office of a family doctor. 

Through his hospital work the 
medical student might not only 
gain invaluable hospital exper- 
ience, but he would also get a pic- 
ture of how really satisfying work 
in a rural community can be. His 
presence might at the same time 
serve as a stimulating influence in 
the hospital itself. 

We should probably plan to ar- 
range the clinical clerkships only 
during those. months when a teach- 
ing resident was available for sup- 
ervision (cf. below). In the time 
spent as an apprentice to a family 
doctor the student would be en- 
abled to gain an intimate insight 
into the problems of a - family 
doctor in a small community, and 
what is equally important, he 
would get a first-hand picture of 
just how such a doctor lives. In- 
cidentally, a normally inquisitive 
medical student could be most ef- 
fective in keeping the general prac- 
titioner to whom he is apprenticed 
actively interested and concerned 
with the swift stream of medical 
developments. 

It is possible that much of the re- 
sistance which is now present 
among medical students and in- 
terns toward even considering a 
rural practice in their plans for the 
future would diminish if they were 
given an opportunity to learn 
what such practice really is and just 
how pleasant the life of a country 
doctor can be if arrangements have 
been made to see that this doctor 
is not medically isolated. 


Should the student decide to 
settle in a small town, he would 
subsequently find it possible to 
maintain contacts with his medi- 
cal school through the continuing 
stream of students and interns who 
would be coming from his school, 
through clinics given in his hos- 
pital by his former faculty mem- 
bers, through postgraduate courses 
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at his medical school, through co- 
ordinated work on his patients. In 
other words, the rural community 
would be contained in the broad 
academic circle of the student's 
medical background so that he 
could become a country doctor and 
still remain actively a part of the 
school. 


Some such program for medical 
students has, of course, been em- 
ployed by some medical schools, in- 
cluding Tufts, in the past. Some 
of these programs are still in effect, 
as at the University of Vermont 
Medical School, for example. It is 
hoped that the advantages recog- 
nized in these past experiences may 
be enhanced by the closer relation- 
ship between the community hos- 
pital and its staff on the one hand, 
and the medical school on the 
other, as may result from a fully in- 
tegrated program of medical edu- 


cation and medical care as referred - 
_to above. 


The Problem of Interns 


Now, as for interns. One of the 
important sources of information 
available to physicians connected 
with hospitals is the intern or resi- 
dent staff. Even in teaching hos- 
pitals the constant influx of in- 
terns from other hospitals and 
other schools, coming as they do 
supplied with the'current thought 
and practice in their hospitals and 
schools, serves as a continuous 
source of medical instruction. ‘The 
limited experience which we have 
had in supplying residents to the 
Rumford Community Hospital in 
Maine has demonstrated the value 
of this form of instruction in a 
small community hospital. 


An experiment in education 
along the following lines is worth 
considering. The internships in cer- 
tain selected teaching hospitals 
might be made one year longer, 
the final year to be spent in one 
month services as a teaching resi- 
dent in 12 small hospitals. Or such 
teaching residencies might be made 
available to any suitably trained 
candidate. 


One month’s service in a small] 
hospital can be both very helpful 
to the hospital and illuminating to 
the resident, as we have learned 
from experience. A resident yoing 
to a small hospital after two years 
or more of training in a good teach- 
ing hospital knows only what is 
the latest and presumably the best 
practice in his field of either medi- 
cine or surgery. In a small hospital 
he would represent the “current” 
phase of medicine as contrasted to 
the varying degrees of past medical 
practice represented by the local 
hospital staff. 


A continuous flow of such resi- 
dents from a teaching hospital to a 
small hospital could maintain a 
continuous supply of this current 
material. —The newest method of 
giving blood transfusions; the best 
approved methods of handling 
shock; the newest surgical tech- 
niques; all these would arrive in 
the small community hospital with 
the resident who was transferred 
from his teaching center. On the 
other hand, experience in problems 
of judgment and in handling peo- 
ple, a recognition of the compen- 
sations as well as the difficulties of 
practice in a small community—all 
these and more would come to him 
in return from the staff under 
whom he would serve. 


There are at present in this 
country no satisfactory means for 
giving instructions to surgeons in 
small communities in the actual 
techniques of operating. The 
courses which are available consist 
largely of lectures and demonstra- 
tions, and do not have a wide ap- 
peal to the often somewhat in- 
adequately trained surgeons who 
are doing much of the operating in 
small communities in this country. 


A surgical resident, on the other 
hand, in his capacity as assistant 
to one of the physicians operating 
in the small community hospital 
where he would be serving as a 
resident, would be in a position to 
offer invaluable help in technique 
if in no other way than through ex- 
ample. The operating surgeon, face 
to face with a problem on the oper- 
ating table and deeply conscious 
that the resident who is assisting 
him has just come from a surgical 
clinic where the most advanced 
surgery was being practiced, would, 
it has been our experience, make 
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good use of this resident and his 
knowledge. 

The local doctor would respect 
the training which the resident had 
received regardless of what he 
thought of the resident himself. He 
would not be likely to inquire what 
the resident thought; he would, 
however, be likely to inquire as to 
what would be done under similar 
circumstances in the hospital from 
which the resident came, or what 
the resident’s distinguished recent 
chief would do under certain given 
circumstances. The staff physician 
would be receiving the most inti- 
mate form of instruction just where 
it was most needed, namely, in the 
actual management of his patient, 
and the senior relationship of the 
staff physician to the resident could 
be fully maintained. 


Internal Medicine 


Our experience has indicated 
that a similar situation obtains in 
internal medicine. The local doc- 
tor, faced with the problem of 
handling a most difficult cardiac 
case, willingly accepts what in- 
formation he can get from a resi- 
dent whose recent training in the 
handling of similar cardiac prob- 
lems he respects. The patient pro- 
fits immeasurably, the local staff 
doctor learns, the quality of medi- 
cine improves, and the resident has 
the unique satisfaction of gaining 
experience and instruction from 
the local staff while at the same 
time supplying an invaluable serv- 
ice. 

There are certain incidental ad- 
vantages of a plan of this sort 
which would appear in themselves 
to be of considerable value. Most 
important of these is the fact that 
well-trained young men are in- 
troduced into small communities 
where, as already indicated in the 
case of the undergraduate students, 
they are aften surprised to learn 
that life and medical practice are 
really quite attractive. Some of 
these well-trained men can reason- 
ably be expected to settle in these 
small communities. 

In Rumford, for example, where 
we supplied residents for a few 
years, two of the physicians who 
settled in that community during 
that period were introduced to the 
‘community through this residency. 
In Lewiston the situation was 
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similar. This is a common exper- 
ience and can reasonably be ex- 
pected to repeat itself; it is well 
known that physicians tend to 
settle in the vicinity of the hospitals 
in which they interned. Some such 
plan may, therefore, serve as a 
means of helping to solve the most 
difficult problem of maldistribu- 
tion of physicians by encouraging 
well trained young physicians to 
settle in small communities. 

There are obviously consider- 
ably more small community hos- 
pitals than the few teaching hos- 
pitals connected with the medical 
school. Each community hospital, 
therefore, could expect to get only 
one or possibly two residents each 
year. If two residents were sent, 
each for one month during the 
year, to an affiliated small com- 
munity hospital, preferably one 
for one month in surgery and one 
for one month in medicine, these 
two men could supply twelve hos- 
pitals with such a service. 

Thus, if hospital appointments 
could be arranged on such a basis 
through a medical school and its 
teaching hospitals so that as many 
as 20 men graduated from intern- 
ships in Boston to residencies in 
smaller hospitals, theoretically as 
many as 120 small hospitals could 
be supplied with such a service. In 
other words, the program could 
conceivably cover a large part of 
the smaller communities of New 
England. 

Having the resident for only two 
months in the year (one for a 
month in surgery and one for a 
month in medicine) might actually 
be better than having a year-round 
resident. The resident can con- 
tribute most of his best information 
in one month; the cream is quickly 
skimmed off. And the hospital staff 
can regularly anticipate the month 
when a new resident will be avail- 
able as a source of new informa- 
tion. Also, the hospital will not be- 
come dependent upon the residents 
for much of the routine work 
which should be done by the staff. 

The work for the resident in 
each small hospital would need to 
be standardized to such an extent 
that changing from one hospital 


to another would involve little 
more than going from one service 
to another within a large hospital. 
As a result of the establishment of 
a standard academic program for 
the month’s work in each hospital 
the resident need waste no time in 
learning new routines, acquainting 
himself with special local proced- 
ures and the like. If one month 
services prove unsatisfactory, the 
services might be lengthened to two 
months. This would, of course, de- 
crease by one-half the number of 
hospitals which could be included 
in such a service. 


Evaluating a Distinction 


The foregoing discussion has 
concerned itself with the smaller 
hospitals. The traditional intern- 
ships and_ residencies should, of 
course, be continued in the hos- 
pitals of intermediate size within 
the program as well as in the larger 
hospitals. It might be desirable to 
rotate some internships and res- 
idencies between the base hospital 
and intermediate centers in order 
further to coordinate the teaching 
activities of the entire hospital 
program. We already have in fact 
such a plan in operation in some 
of the hospitals in our program. 

The problem in small commun- 
ity hospitals is, however, different. 
A distinction should be made be- 
tween the intern and_ resident 
status. Internships can be rotated 
through base hospitals and inter- 
mediate centers, as we have already 
demonstrated to our satisfaction. 
The internship in a small commun- 
ity hospital, however, is not likely 
to be satisfactory, first, because the 
intern is medically so immature 
as to have little to offer, and, sec- 
ondly, because he needs more in- 
struction and supervision than are 
likely to be available in such a 
small hospital. 

If the small community hospital, 
therefore, is to be incorporated into 
a program of graduate medical 
education, it will probably have to 
be on the resident level, as indicat- 
ed above. The resident is sufficient- 
ly well trained to have the status 
of and to serve as an instructor (as 
he does now in many of our uni- 
versity teaching hospitals), while at 
the same time he is mature enough 
to profit from many of the intan- 
gible benefits to be derived from 
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short periods in smaller hospitals. 

Medical education can be widely 
integrated with medical care. It 
is only necessary to determine how 
this process can best be consum- 
mated. Our experience thus far has 
served to indicate how this may be 
done insofar as postgraduate medi- 
cal education is concerned. Further 
experimentation in this field is de- 
sirable, as well as extension into 
the graduate and undergraduate 
spheres. A fully developed program 
can do much to elevate the 
standards of medical care. It can 
also contribute to ‘medical educa- 
tion in making the process of such 
education smoothly continuous 
from undergraduate, to graduate, 
to postgraduate years. Finally, and 
most important, it can do much on 
a broad, scale toward bringing 
medical education closer to the ul- 
timate reason for everything in 
medicine, namely, the sick patient. 


SUMMARY 


In general the development of 
medical education in its relation 
to medical care in this country may 
be said to have proceeded some- 
what as follows. First, there was 
the era when medical education 
was more or less incidental to 
medical care. Those were the days 
of apprenticeships. This period ex- 
tended from the colonial days to 
about 1830. Then, there was the 
period when medical education was 
practically divorced from patients. 
This was the period of didactic 
teaching and extended up to about 
1890. Thereafter, with the wide- 
spread development of teaching 
hospitals about medical schools, 
medical care was once again related 
to medical education, but now in 
its fuller aspects it was incidental 
to’ medical education. 

It is suggested that a new phase 
be introduced in which our highly 
developed medical education pro- 
gram may be fully integrated in- 
to the problems of medical care so 
that medical education and med- 
ical care are given equal emphasis 
within a broad single program. 

To accomplish such an integra- 
tion a grouping of hospitals in var- 
ious categories ultimately about a 
medical school hospital center is 
desirable. 

The organization should be such 
as to permit each unit to be clinic- 
ally independent. 
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A medical school is essential at 
the core of such an organization. 


The integration should be at- 
tempted on the postgraduate, 
graduate and undergraduate levels. 


The postgraduate phase should 
have comprehensiveness, continu- 
ity, and intimate relation with 
clinical practice. 


Methods of approach to the 
graduate and undergraduate phases 
are suggested. 
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“A; the year closed, there was 
no letup in the heavy burden of 
work and little or no relief in the 
war-created problems which have 
made it so difficult for hospitals to 
function. However, as we look into 
the future, after the war’s end, the 
challenge of a new world already 
faces us. It will bring new adjust- 
ments, new problems, the applica- 
tion of new techniques, and, we 
hope, much of the energy used to 
destroy will be diverted toward re- 
search in alleviating suffering and 
toward saving human lives. 





Postwar World Calls for Renewed 
Effort by Hospital Administrators 


“This new postwar world will 
not be a world in which we can at 
last sit back and rest after the 
weary years of war, but a world 
which will demand of us even 
greater effort to search continually 
for and adopt new techniques in 
every department of our hospital, 
so that the patient’s total needs 
may be adequately met in the new 
world of the future in which he 
will live.”—From the 1944 report 
of St. Luke’s Hospital, New York 
City; Claude W. Munger, M.D.., di- 
rector; Lincoln Cromwell, prest- 
dent. 
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Congress Studies Plan to 


Broaden Coverage Under 
SOCIAL SECURITY 


EARINGS now are being conduct- 
H ed by the Ways and Means 
Committee of the House of Rep- 
resentatives on a proposed amend- 
ment to the Social Security Act that 
would include employees of non- 
profit organizations under Federal 
Old Age and Survivors Insurance— 
a measure that carries the unani- 
mous recommendation of the House 
of Delegates of the American Hos- 
pital Association. 

While there is no way of knowing 
whether legislation will be passed 
during the present session, it is 
hoped because of general interest 
among nonprofit organizations and 
hospitals that such a provision may 
be embodied by amendment to the 
Social Security Act in the immedi- 
ate future. 

Since these hearings followed im- 
mediately upon the recent publica- 
tion of a report by the committee’s 
technical staffs, it may be assumed 
the hearings will be restricted to 
the scope of the report. There are 
many demands for inclusion of ad- 
ditional groups under Social Se- 
curity and for some increase in 
present benefits, as well as keen in- 
terest in the problems of determin- 
ing the future percentage of deduc- 
tion from employers and employees, 
particularly for old age and _ sur- 
Vivors insurance. This is a most 
complicated and difficult subject, 
one which well warrants the most 
careful study by Congress. 

Ever since the passage of the orig- 
inal Social Security law, Congress 
has been concerned with suggested 
amendments to this program. These 
may be classified under three gen- 
eral headings: 


1. Extension of present benefits 
to larger groups of the population. 


2. Increase in benefits beyond 
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GEORGE BUGBEE 


EXECUTIVE DIRECTOR, AMERICAN 
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those covered by the present law. 


3. Amount of the tax to be as- 
sessed employers and employees and 
its effect on the reserve funds guar- 
anteeing benefits. 

Hospital administrators, in con- 
sidering the extension of Social Se- 
curity benefits, have been very 
much goncerned regarding recom- 
mendations for compulsory health 
insurance. However, there are many 
other aspects of federal social se- 
curity which are significant to hos- 
pitals. 

The technical staffs report, au- 
thorized under H.R. 204 adopted 
March 26, 1945, and just submitted 
to Congress, covers the more im- 
portant aspects of old age and sur- 
vivors insurance, old age assistance, 
aid to dependent children, the 
blind, and general assistance and 
unemployment compensation. It de- 
scribes each of the programs within 
its scope and reviews the proposed 
changes in relation to the purpose 
and effect of the various changes 
should they be adopted. The report 
endeavors to evaluate suggestions 
for changes without making any 
final recommendation as to the 
course to be pursued by Congress; 
rather it would appear to contain, 
in its 800 pages, factual material 
and analyses which should be help- 
ful to Congress as it considers 
amendments. 

While Social Security considered 
in the broadest sense includes pro- 
visions and programs, such as pub- 
lic health, vocational rehabilita- 
tion, maternal and child welfare 
services, these subjects were consid- 
ered outside the scope of this study, 
the report’s introduction explains, 


This careful analysis of old age and 
survivors’ insurance coverage of em- 
ployees of nonprofit organizations is 
included: 

“Employees of charitable, scien- 
tific, educational, and religious or- 
ganizations as a group are in need 
of OASI protection to the same ex- 
tent as persons now covered; the 
problems arising from their exclu- 
sion are in no way different from 
the problems arising from the ex- 
clusion of other groups. The forego- 
ing seems to be increasingly recog- 
nized by many of the forward-look- 
ing leaders of the institutions in 
question. They have frequently ex- 
pressed their regrets that in some 
cases institutional interest has been 
limited to the institution’s own 
objectives and that policies regard- 
ing social security issues have often 
been adopted without considering 
the social implications of their poli- 
cies or the effect of such policies on 
their status as good employers. 


“Many institutions appear to be 
eager to effect coverage of their 
employees and rectify what they re- 
gard as an unwarranted depriving 
of these’ employees of the social pro- 
tection normally enjoyed by work- 
ers in industry and commerce.” 

An estimate of the employees of 
nonprofit “organizations sets up 
these categories: Religious, 240,000 
to 350,000; charitable, 425,000 to 
475,000, and educational and the 
like, 235,000 to 275,000. 

Describing the problem of the 
effect of social security taxes on the 
tax-free status of nonprofit organ- 
izations, the report indicates that 
those who feel such taxation would 
jeopardize the standing should eval- 
uate two principal considerations: 

1. In purpose and in the effect of 
exemption, the OASI tax differs 
basically from other taxes. 

2. Some nonprofit organizations, 
exempt from other federal taxes, 
have been subject to OAST tax for 
nine years without other exemp- 
tions being affected. 

It further states, “Perhaps consid- 
eration might be given to providing 
that churches would not be made 
amenable to some of the ordinary 
processes for enforcement of tax 
liability. Whether such a provision 
would be favorably regarded by 
those who fear the incidence of the 
tax, or be considered as consistent 
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with tax policy, is, of course, ques- 
tionable.” 

Hospitals hoping for coverage for 
their employees under Social Se- 
curity will be interested to know 
that the report states that for new 
groups brought under federal old 
age and survivors insurance, it 
would take about nine years for a 
new entrant to qualify for retire- 
ment benefits. Thus, most new en- 
trants who at present are much 
older than 56 will be in a fairly 
hopeless situation where retirement 
benefits for themselves or their 
wives are concerned. ; 

To the suggestion that nonprofit 
organizations and non-federal gov- 
ernmental agencies be permitted 
coverage under federal OASI on a 
voluntary basis the report explains: 

“The implications of voluntary 
coverage are serious to OASI, and 
voluntary coverage cannot be ex- 
pected to result in solving the social 
problem for which OASI was creat- 
ed. Experience has indicated that 
voluntary coverage cannot be ex- 
pected to serve as an effective sub- 
stitute for compulsory coverage. If 
a situation is serious enough to jus- 
tify any action in connection with 
OASI coverage, it would seem to 
warrant extension on a compulsory 
basis.” . 

The summary of findings in re- 
gard to extending coverage under 
old age and survivors insurance fol- 
lows: 


1. About two out of five jobs, in- 
cluding self-employment, are not 
covered by OASI. 


2. There is a high degree of shift- 
ing of workers between covered and 
noncovered jobs. 


3. Availability of OASI benefits 
has been accepted as a national ob- 
jective. 

4. No evidence indicates either 
that OASI coverage should be re- 
stricted to workers in particular oc- 
cupations or that it is more needed 
by workers in some occupations and 
their families than by others. 

5. All evidence points to a recog- 
nition, from the beginning, of the 
importance of making OASI bene- 
fits available to all as soon as a 
variety of difficulties could be over- 
come. 


6. The need on the part of work- 
ers and their families of some sub- 
stitute for earned income that has 
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disappeared is independent of the 


_ source of the earned income; hence 


the same potential benefits should 
be available to all regardless of oc- 
cupation or changes in occupation 
of the breadwinner. Otherwise, we 
fail in our national effort to make 
these benefits available to all. 


7. Not only individuals and their 
families, but society as a whole suf- 
fers through failure of a scheme of 
partial coverage to furnish the pro- 
tection for which it was designed. 


8. All studies agree that no sub- 
stitutes for an adequate OASI can 
produce satisfactory results as long 
as there is a high degree of shifting 
of persons in and out of any par- 
ticular employment. 

9. This shifting will thwart any 
effort to operate parallel plans, 
even if the benefits of the parallel 
plans are identical, except at a 
thoroughly unjustified expenditure 
of time and effort in making adjust- 
ments. 

10. With the prospect of.the ad- 
dition of other kinds of social se- 
curity benefits, it seems inevitable 
that availability of OASI benefits 
must be all-inclusive if the nation’s 
social-benefit objectives are to be 
attained. 

11. No method has been found 
to apply OASI benefits compre- 
hensively other than extension of 
coverage to all employments and to 
self-employment. 

12. Staff pension plans are es- 
sential supplements to OASI bene- 
fits; they have been arranged as 
such on a large scale in industry. 
They can be arranged to advantage 
in all public employments and in 
railroad employment. 


13. While a general extension of 
present coverage to all gainful 
workers will naturally involve a 
considerable increase in dollar costs, 
when costs are expressed in terms 
of payroll there should be little or 
no initial difference and ultimately 
there should be a substantial de- 
crease. 

Significant information is also in- 
cluded in the report’s summary and 
conclusions concerning the financ- 
ing of OASTI: 

1. Early pages of this report re- 
view efforts to weigh the cost of fu- 
ture benefits and point out that 
available statistics do not justify 
confidence in any particular esti- 





mates that reach many years in the 
future. 

2. All calculations verify expec- 
tations that the cost of benefits will, 
in the course of years, increase to 
many times its present size. 

3. The increase in benefit costs of 
the present plan will be fairly grad- 
ual but there will doubtless be ir- 
regularities, now unpredictable, in 
size and timing. 

4. To be satisfactory socially and 
economically, payroll taxes to sup- 
port old age and survivors benefits 
(a) should pay a substantial part 
of the cost; (b) should contemplate 
only scheduled changes in tax rate 
and these should be at regular in- 
tervals and smoothly graded; (c) 
should build up only a modest con- 
tingency reserve. 

5. A schedule of taxes such as 
outlined in the preceding para- 
graph should contemplate support 
from general revenues when bene- 
fits for a particular year exceed the 
taxes and interest on reserve for 
that year; the excess might be 
shared by the contingency reserve 
and general revenue, but there is 
nothing vital about such a division. 

6. Perhaps the possible harmful 
effects of (a) further growth of the 
trust fund and (b) failure to in- 
crease the tax rate according to a 
previously adopted schedule have 
both been overemphasized. In any 
case, congressional acceptance of a 
policy that it might hope to follow 
for a good many years would be of 
value. 

7. Any possible harm from a 
growing trust fund is probably more 
acceptable than an unscheduled in- 
crease in tax rate during a period 
of depression. 

8. A frozen tax rate has probably 
been more acceptable to the Amer- 
ican people than would have been 
a still more rapidly growing reserve 
fund during a period of totally un- 
expectedly low benefit payments 
while the plan was just getting un- 
der way. 

9. There is no reason to expect 
dire consequences from either a 
modest increase in tax rate or from 
continuation for a while of the 
present rate. a 

10. The concluding suggestion 1s 
an increase in tax rate of employer 
and employee alike of one-half of 
1 per cent every 10 years, beginning 
with 1947 until a 3 per cent rate 1s 
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reached in 1977. This suggestion is 
for old age and survivors insurance 
benefits as at present, but with the 
expectation that coverage will be 
widely extended to presently un- 
covered employments. 


In discussing increased benefits 
for present beneficiaries of federal 
Social Security, such as the aged, 
the blind and dependent children, 
the report proposes to include a 
reasonable payment for medical and 
hospital care. The report also calls 
attention to the inadequacies of 
present provisions, particularly in 
providing for federal matching of 
funds, and it suggests for the aged, 
for example, that the federal gov- 
ernment might offer full matching 
for the cost of medical care. It 
states: 

“Such a program of medical care 
can be operated at present only by 
states or localities with adequate 
funds because medical care for 
which there is federal matching is 
limited to that which can be pur- 
chased by the recipient within the 
limits of the monthly payment of 


$40 for an aged or blind person or © 


lower amounts in the case of chil- 
dren. Because medical costs are un- 
predictable and high, medical care 
limited by these maximums is in- 
adequate. Complete removal of 
costs of medical care from estab- 
lished maximums or elimination of 
maximums from federal grants, or 
change of the limitations from an 
individual to average payment 
basis, would encourage more ade- 
quate state programs.” 


Any suggestion for amendment 
to the Social Security Act to provide 
medical benefits immediately raises 
a question as to the costs of pro- 
viding such benefits. The report 
notes, that: 


“Because little information is 
available on medical care expendi- 
tures, it has not been possible to 
compile estimates, by state, of costs 
of including medical care in the 
equalization plan. It is believed 
that in the early stages of federal 
participation the states as a group 
might spend about $50,000,000 a 
year for payments for medical care 
in addition to what is ordinarily 
included in individual assistance 
payments. Of the $50,000,000, about 
$27,000,000 would be paid from 
federal funds under the equaliza- 
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tion plan. Medical care expendi- 
tures (for public assistance care) in 
the United States as a whole prob- 
ably would approximate the fol- 


lowing: Federal 
Total funds 
ROUGE. oe ccscevsccscs $50,000,000 $27,000,000 


Old age assist- 


SUG + 2. 31,800,000 17,200,000 
Aid to depend- 

ent children 6,100,000 3,400,000 
Aid to the blind 300,000 200,000 
General 

assistance 11,800,000 6,200,000 





Raising the Standards of Admumstration 


ONCERN FOR proper training of 
C hospital administrators in Eng- 
land, similar to existing opinion in 
the United States, was expressed in 
a Report of the Joint Committee 
on the Training and Qualifications 
of Hospital Administrators just 
published by the British Institute 
of Hospital Administrators. At 
variance, however, is the approach 
toward improving standards in ad- 
ministration in that country. 


Following a conference repre- 
senting various branches of govern- 
ment and the hospital associations 
the British group outlined two 
broad principles: 

1. That hospital administration 
is of such importance as to call for 
special training leading to a recog- 
nized qualification. 

2. That it is desirable to estab- 
lish a standard qualifying examin- 
ation in hospital administration 
(to be taken in one or more parts) 
and to lay down conditions for ad- 
mission to the examination. 

The conference established a 
joint committee which has met to 
consider the form and content of 
an examination in hospital admin- 
istration. This committee sub- 
mitted a report with various pro- 
posals to be adopted by the organ- 
izations concerned. 

As a condition for entry to ex- 
amination, candidates should have 
a satisfactory standard of general 
education, with some exceptions 
for those already in hospital serv- 
1ce. 

Hospital administrative exper- 
ience is proposed as a requirement 
for examination; entry to final ex- 
amination should require a mini- 
mum period of two years of work 
with preparation preferably spread 
over a five year period. 

The examination will be divided 
into two parts—an intermediate 
examination to be confined to the 


more general or basic subjects, and 
a final examination to cover special 
subjects peculiar to hospital ad- 
ministration. It is recommended 
that candidates who have passed 
a university course in a specific 
subject be exempt from examina- 
tion in that subject for the inter- 
mediate examination. 

A special examining committee, 
working under the Institute of 
Hospital Administrators, will con- 
duct the examination. The com- 
mittee will have wide representa- 
tion from government agencies and 
other organizations concerned with 
hospital operation. 

It is pointed out in the report 
that the participating employing 
organizations, through representa- 
tion on the examination committee 
may appoint and promote with con- 
fidence persons who have passed 
an examination. It is anticipated 
that the members of the committee 
from the Institute of Hospital Ad- 
ministrators will find the work on 
the examining committee in keep- 
ing with the aim of that associa- 
tion, namely, the improvement of 
standards in the field of hospital 
administration. The outline of 
subjects for examination is tenta- 
tively set as follows: 

1. Intermediate examina- 
tion: Three days of examination in 
the following subjects: Social ad- 
ministration; elements of econom- 
ics; statistics or public administra- 
tion, central and local; office prac- 
tice; elementary commercial law; 
bookkeeping. 

2. Final examination: Requires 
four days and will cover general 
principles of hospital administra- 
tion; hospital and health services, 
historical and general; general law 
affecting hospitals; construction, 
maintenance and repair of hos- 
pital buildings and equipment; 
accounting and finance; hospital 
supplies and catering. 
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SALARIES—Average Monthly Beginning Salaries 
Classified 


BY REGION 
Gen. Duty Unskilled Unskilled Clerical Prac. 


Nurses Women Men Workers Nurses 
New England 93 109 105 112 
Middle Atlantic _.. 151 89 100 107 113 
South Atlantic _..... 153 86 100 115 112 
East North Central. 159 96 113 112 115 
East South Central _ 152 78 90 112 98 
West North Central. 151 86 105 110 107 
West South Central. 157 82 96 109 107 
Mountain .... 157 94 112 119 109 
Pacific 168 120 136 137 132 
General Average _.. 155 92 107 112 113 


BY BED SIZE 
Gen. Duty Unskilled Unskilled Clerical Prac. 


Nurses Women Men Workers Nurses 
Under 25 Beds... 156 92 102 104 109 
25 to 50 Beds... 159 91 115 116 114 
51 to 100 Beds 155 90 109 Il 113 
101 to 200 Beds... 152 90 103 11 110 
201 to 300 Beds .... 152 92 104 109 114 
301 to 500 Beds ..... 155 95 107 Ht 117 
50! to 1,000 Beds ... 157 99 106 112 116 
1,001 Beds and Over 156 109 it 123 122 
General Average 92 107 112 113 


BY POPULATION 


Gen. Duty Unskilled Unskilled Clerical Prac. 

Nurses Women Men Workers Nurses 

Under 2,500 . 157 95 106 120 113 
2,501 to 10,000. 91 11 HI 1 
10,001 to 25,000 89 107 110 11 
25,001 to 100,000 . 152 91 107 109 112 
100,00! to 500,000 _ 152 93 110 112 113 
500,001 to 1,000,000 153 93 107 112 114 
1,000,001 and Over. 159 100 108 116 123 
General Average _.. 155 92 107 112 113 


BY CONTROL 
Gen. Duty Unskilled Unskilled Clerical Prac. 


Nurses Women Men W orkers Nurses 

Federal . i) oh 110 115 142 126 
TT 100 106 113 116 
Municipal _..... 160 99 113 120 116 
15! 87 105 108 110 

Other Non-Profit ... 153 89 106 109 1 
Proprietary .............. 158 92 102 115 114 
General Average _. 155 92 107 112 ANB 


BY SERVICE 
Gen. Duty Unskilled Unskilled Clerical Prac. 


Nurses Women Men W orkers Nurses 
General .... .... 153 90 106 109 1} 
Mental _............... 150 108 109 120 121 
Tuberculosis .......... 158 105 109 125 119 
Other _.. ieee |). 97 HI 120 116 
General Average ... 155 92 107 112 113 








Personnel Practice 


P epson starting salaries for 
general duty nurses range 
from $148 a month in the New 
England region to $168 in the Pa- 
cific region, with averages by states 
ranging from $141 to $187. 

This is one of a great many sta- 
tistics on salaries and_ personnel 
practices contained in “Hospital 
Salary Survey for 1945,” a report 
prepared and distributed to mem- 
bers by the American Hospital 
Association. 


The study was undertaken on 
recommendation of the Committee 
on Personnel Practices of the Coun- 
cil on Administrative Practice. 
Based on a carefully designed ques- 
tionnaire returned by 1,537 hos- 
pitals, it is believed to be the most 
complete survey of its kind ever 
made. In the foreword, Executive 
Director George Bugbee writes: 

“Great attention was devoted to 
simplifying the salary question- 
naire in order that it might be filled 
out quickly and accurately. It is 
the hope of the Association that 
this study may be of sufficient value 
to warrant its repetition annually.” 


The report contains altogether 
47 tables. Some of those related to 
salaries and working hours are re- 
produced in part on these pages. 


Although the extremes in start- 
ing salaries are somewhat far apart, 
in general there is less divergence 
than was believed to be the case. 
The tables show even less variation 
in working hours per week. Gen- 
eral duty nurses range from 47 [0 
50 hours, unskilled women from 47 
to 49, unskilled men from 48 to 
51, clerical workers from 44 to 47; 
and practical nurses from 48 to 51: 
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f STUDY 
)|MEMBERS 


Classified by type of control, the 
longest week is worked by un- 
skilled men in state hospitals, 52 
hours. Classified by type of service, 
the longest week is worked by un- 
skilled men and practical nurses 
in mental hospitals, 54 hours. 


In addition to starting salaries, 
with maintenance figured in, and 
working hours, the survey covers: 
Vacations with pay, the furnishing 
of uniforms, extra pay for evening 
work, extra pay for night shift, 
automatic salary increases, over- 
time pay in cash, and types of 
maintenance. 

Following are some of the items 
of information thus developed: 

) Salary averages are slightly high- 
er in very small and very large com- 
munities, and longer hours are 
worked in the smallest hospitals. 

) In federal hospitals, salaries are 
substantially higher than in other 
groups classified according to type 
of control, and the work week is 
shorter. 

) In New England 79.9 per cent 
of the hospitals provide complete 
maintenance to nurses at employ- 
ment. In the Pacific Coast area, 
only 16.8 per cent do so. 

) General duty nurses in more 
than 30 per cent of all hospitals are 
paid in cash for overtime work. 

) Fifty-one per cent of all hospitals 
reported that they grant automatic 
salary increases, the practice being 
defined as “an established schedule 
granting employees a fixed increase 


after a certain length of satisfactory 
service.” 


The published report was ex- 
pected to be ready for distribution 


to members by April 1 or soon 
therea/ter, 
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HOURS—Average Weekly Hours Classified 


BY REGION 


Gen. Duty Unskilled Unskilled Clerical Prac. 

Nurses Women Men Workers Nurses 

New England ___._. 49 49 49 o4 50 
Middle Atlantic _.... 49 48 48 44 50 
South Atlantic ............ 49 49 51 46 49 
East North Central _.. 48 48 48 46 48 
East South Central _.. 50 49 50 47 51 
West North Central . 48 49 49 47 48 
West South Central _. 49 51 47 48 
Mountain 48 48 47 49 
eS ; 47 48 45 48 
General Average 48 49 45 49 


BY BED SIZE 


Gen. Duty Unskilled Unskilled Clerical Prac. 

Nurses Women Men Workers Nurses 

Under 25 Beds _...... 50 48 47 45 49 
25 to 50 Beds... 49 ot] 49 47 ay 
51 to 100 Beds... 48 49 49 46 48 
101 to 200 Beds... 48 48 48 45 48 
201 to 300 Beds 48 48 49 45 48 
301 to 500 Beds 48 48 49 45 49 
501 to 1,000 Beds .... 49 50 50 44 48 
1,001 Beds and Over . 49 53 53 ae 52 - 
General Average. ... 48 48 4s 45 ay 


BY POPULATION 


Gen. Duty Unskilled Unskilled Clerical Prac. 

Nurses Women Men Workers Nurses 

Under 2,500 _........ 50 50 50 47 50 
2,501 to 10,000... «49 49 50 46 49 
10,001 to 25,000 _. 48 48 50 46 48 
25,001 to 100,000 48 4g as 46 49 
100,001 to 500,000 _. 48 47 48 45 48 
500,00! to 1,000,000 . 48 48 48 ag 48 
1,000,00! and Over . 48 48 48 43 49 
General Average... 48 48 49 45 49 


BY CONTROL 


Gen. Duty Unskilled Unskilled Clerical Prac. 

Nurses Women Men Workers Nurses 
Federal 47 48 46 48 
State 52 52 45 51 
Municipal... 48 48 45 48 
Reena 48 48 46 48 
Other Non-Profit 48 48 45 48 
Proprietary ... 49 5| 47 50 
General Average 48 49 45 4g 


BY SERVICE 


Gen. Duty Unskilled Unskilled Clerical Prac. 

Nurses Women Men ‘Workers Nurses 

General . 48 48 48 45 48 
Mental 54 54 45 . 54 
Tuberculosis sive: 48 48 So 49 
Other .......................... 48 48 48 as 49 
General Average 48 49 45 oe 











A Nine-Point Council Program for 
JOINT ACTION 


OST COMMUNITIES undoubtedly 
M are over organized. We have 
been prone to superimpose agency 
upon agency, coordinating council 
upon coordinating council until, by 
necessity, simpler systems must be 
sought. When it is said that com- 
munities are top heavy with organ- 
ization, the fact remains that cer- 
tain major groups, including hos- 
pitals, are still inadequately or- 
ganized. The time has come when 
hospitals must realize their own fu- 
ture is dependent upon joint effort. 
Hospitals are a part of the com- 
munity and their services must be- 
come an integral part of the total 
community picture. To do this re- 
quires a common approach. 


Prior to the war progress had 
been made, principally in the co- 
ordination of private agencies. Dur- 
ing the war this organized approach 
to community problems reached a 
new high. Planners for the first time 
were experimenting with the match- 
ing of so called vertical and hori- 
zontal lines in community organ- 
ization, attempting to bring a re- 
lationship between similar over- 
lapping programs motivated by 
either public or private agencies. 


In Columbus, Ohio, the need for 
an invigorated community hospital 
organization staffed by full-time 
personnel was emphasized in a sur- 
vey on hospital needs conducted 
under the direction of Fred G. Car- 
ter, M.D., superintendent of St. 
Luke’s Hospital in Cleveland. This 
survey, sponsored by the Metro- 
politan Health Council and fi- 
nanced by the Columbus and 
Franklin County Community Chest, 
carried as its first recommendation 
the need for a permanent commu- 
nity mechanism to give considera- 
tion to the problems of the hospital 
field in Columbus. Dr. Carter, in 

The author was formerly assistant 
director of the Ohio State Council of 
Defense, director of War Services for 
Ohio, consultant on organization to the 
Division of Federal and State Coopera- 
tion, U. S. Office of Civilian Defense; 
consultant on Organization and Civilian 


Agency Relationships to the Army 
Service Forces. 
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his survey, made it clear that hos- 
pital planning is the responsibility 
of the community as well as the hos- 
pitals, and if the program is to suc- 
ceed, representatives of govern- 
mental agencies, the medical pro- 
fession and community leaders must 
all join hands with hospital people. 


Columbus, like many cities, had a 
hospital council for several years. 
This council, made up of superin- 
tendents from city hospitals, served 
as a medium of exchange, giving an 
opportunity for discussions of prob- 
lems peculiar to hospital adminis- 
trators. With the rapid pace in com- 
munity organization, it became ap- 
parent that this council needed re- 
vitalization. 


The Columbus Hospital Council, 
by joint agreement, was replaced by 
a new agency, the Columbus Hos- 
pital Federation. Keeping in mind 
that hospitals and the planning for 
them is a community responsibility, 
the board of this federation is made 
up of the superintendent and one 
member from the board of trustees 
of each hospital, representation 
from the council of social agencies, 
the Academy of Medicine, Town- 
ship Trustees Association, county 
commissioners, city council and 
community leaders chosen from a 
businessmen’s advisory committee. 


The agency was incorporated as 
a nonprofit organization under the 
laws of Ohio, fulltime personnel 
was employed, and a downtown of- 
fice was opened. Included in the 
membership of the federation are 
10 hospitals, including a state med- 
ical school affiliated hospital, a pe- 
diatrics hospital, a county tuber- 
culosis hospital and a maternity hos- 
pital; the remainder are general 
hospitals, community and church 
affiliated. 


Planners of the federation drew 
up a code of regulations governing 


the agency which sets forth the fol- 
lowing purposes: 

1. To aid the hospitals and the 
community in planning and financ- 
ing hospital developments. 

2. To assist the member hospitals 
in developing uniform standards of 
service, in accordance with accepted 
professional practices, and to give 
adequate service to the patients and 
the community. 

3. To develop programs of hos- 
pital activities requested by mem- 
ber hospitals for the recruitment, 
training and use of personnel. 

4. To collect; develop and main- 
tain financial and statistical data 
necessary in the interpretation of 
the hospital program for govern- 
mental agencies and the general 
public. 

5. To assist and represent mem- 
ber hospitals in their negotiations 
with local agencies. 

6. To assist in the provision of 
hospital care for the indigent and 
semi-indigent in need of such care. 

7. With the consent of member 
hospitals, to act as their agent in fi- 
nancial transactions between the 
hospitals and their patients. 

8. To conduct activities that may 
be accomplished more effectively by 
the hospitals collectively than indi- 
vidually. 

9. To perform for member hos- 
pitals and the community other 
activities that may contribute to 
economical and sound hospital ad- 
ministration and which are ap- 
proved by the board of trustees, 
consistent with the general wel- 
fare of the community. 

Since most of our Columbus hos- 
pitals have been in operation for 
many years, their physical plants 
are inadequate and outmoded. A 
major task in rebuilding and ex- 
pansion must be faced by the board 
of trustees in each of these institu- 
tions. Planning for a building pro- 
gram must be the number one ob- 
jective of the federation. In addi- 
tion to this responsibility, the fed- 
eration is concerned with hospitals’ 
relationship to the community. It 
is reasonable to suppose that one 
central office can approach both 
these fields more satisfactorily than 
10 hospitals going their separate 
ways. Collective planning has the 
advantage of a solid front in the 
community. 
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To expedite the program of the 
federation, a simple organization 
structure has been developed. The 
officers include president, vice pres- 
ident, treasurer and executive di- 
rector, who also serves as secretary 
of the board of trustees. Since the 
full membership of the board of 
trustees includes 33 persons, a small 
executive committee elected from 
the board seemed advisable. While 
additional committees may be 
needed as the program develops, at 
present we have established five: 

1. Committee on Agency Rela- 
tions. During recent years respon- 
sibility for the care of indigent 
cases in hospitals has shifted. This 
is now assumed by public and pri- 
vate agencies on a service basis. ‘This 
change emphasizes the need for a 
committee on agency relations. 
Since contracts now must be ne- 
gotiated, the relationship of these 
agencies to the hospitals must be a 
close one if they are to understand 
properly the hospitals and_ their 
procedures. 

In most cases difficulties arising 
during the negotiatons of contracts 
can be ameliorated through a third 


party. Admittance officers in the 
hospitals must have a thorough 


knowledge of these community 
agencies and constant attention 
must be given to problems arising 
in the channeling of certifications. 

While there is a hospital certifi- 
cation service operated by the com- 
munity chest, the major policies af- 
fecting these relationships must be 
governed by a committee represent- 
ing the interests of the hospitals as 
well as the agencies involved. This 
committee is responsible for the 
negotiation of contracts and, in 
cooperation with the hospitals, the 
establishment of rates for indigent, 
medically indigent and allowance 
cases. It must also serve as a chan- 
neling device in relaying com- 
plaints to hospitals. 

To prevent “shopping around,” a 
standard rate for this type of care 
has been established for the 10 hos- 
pitals. This has eliminated the con- 
fusion that occurred previously 
when more than 18 different rates 
were listed. When this rate was ap- 
proved by the board of trustees, the 
major agencies affected helped im- 
pose this rate upon themselves. 

2. Committee on Community Plan- 
mng, Central planning is needed 
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when more than one institution is 
included in a building program. A 
general planning committee has 
been organized. Membership in- 
cludes medical men, hospital ad- 
ministrators, business leaders and 
engineers who work with the 
boards of our institutions in devel- 
oping plans for reconstruction. The 
committee will implement the Car- 
ter survey, making sure that there 
is an equitable distribution of beds 
by disease type and integrate our 
community program with the med- 
ical center now planned for the 
university. 

The planning committee is be- 
ing divided into subcommittees 
making provision for ways and 
means of financing the various proj- 
ects. While it is not the purpose of 
this committee to dictate to hospital 
trustees, institutions have been 
willing and anxious to cooperate. 
The committee is representative 
and includes membership from 
hospitals facing major rebuilding 
programs. Careful planning will al- 
leviate the shortcomings in certain 
fields of medical care and make 
sure that services are well balanced 
and adequate to meet community 
needs. 

3. Committee on Public Rela- 
tions. The constant need for edu- 
cating the public, not only on hos- 
pitals, but on a reconstruction pro- 
gram, necessitates a thorough or- 
ganization in public relations. The 
public too often is prone to criti- 
cize hospitals when some minor 
difficulty develops. This is especial- 
ly true among persons not ac- 
quainted with hospital procedures. 
The public relations committee 
must captivate the imagination of 
the people and make them hospital 
minded. 

No program will succeed unless 
it has public acceptance. This com- 
mittee carries a two-way responsi- 
bility. It must be alert to public 
sentiment, channeling this infor- 
mation to the hospitals and it must 
keep the public informed on hos- 
pital developments. 

4. Committee on Nominations. 
For permanency and the best use 
of our personnel, we have felt it 
expedient to establish a permanent 
committee on nominations. This 
committee constantly will help in 
selecting persons for the right tasks. 

5. Council on Hospital Adminis- 


tration and Economics. Hospital ad- 
ministration has become such a 
highly specialized field that prob- 
lems peculiar to the administration 
of the hospitals themselves must be 
left to the trained and experienced 
administrators. It seemed advisable 
to have a council on hospital ad- 
ministration and economics made 
up of administrators, responsible 
for the study of techniques and as- 
sistance necessary for efficient hos- 
pital operation. It is designed to 
lend technical advice and assistance 
to the federation. Many problems 
coming to the board of trustees are 
referred to the council for recom- 
mendations. Other situations aris- 
ing in meetings of the council may 
be referred to the board of trustees 
for action, especially when major 
policy decisions are involved. 

Under the auspices of the council, 
the first central related training 
course for admitting officers has 
been completed. Other courses for 
key administrative personnel, some 
formal and others through semi- 
nars, are being planned now. This 
council .is interested in the study 
of rate structures, personnel pro- 
cedures, relation of hospital social 
service programs to the community 
agencies and other technical prob- 
lems. Without a council, programs 
are likely to be superimposed upon 
the hospitals. For example, when 
action is taken by the council on 
uniform visiting hours, all hospi- 
tals participate in the decision. 

The federation office, located 
downtown, has become a “port of 
call” for community people and 
agency executives. Through con- 
stant circulation downtown, we are 
likely to hear the small criticisms 
and are able to turn the criticisers 
into promoters for the cause. 

The executive director, by reg- 
ular attendance at community 
meetings, is able to inform hospitals 
on latest community developments, 
and keep the needs of the hospitals 
before the people. 

Coordination is maintained 
through representation on _ the 
Board of Hospital Certification, the 
Metropolitan Health Council and 
other agencies working in the com- 
munity health field. Federal agen- 
cies as well as state and local agen- 
cies often find it more convenient 
to make preliminary negotiations 
in the central office. 
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Value of Education 


As THE HOSPITAL SERVES, it inevitably teaches; and so 
it might be assumed that in this fountain of learning 
there would be the highest regard for education in 
all forms. 

Actually such an assumption cannot be supported. 
All hospitals naturally respect the kind of education 
that they themselves dispense, which is apprentice type 
training, but a majority of them today cannot be said 
to appreciate the value of academic training. 

A good many administrators, for example, are not 
greatly impressed by the academic achievements of a 
dietitian. Schools for dietitians are carefully supervised 
by the American Dietetics Association. Admission re- 
quirements are high. The courses are carefully aimed 
at imparting to students the necessary technical knowl- 
edge for therapeutic dietetics and for producing good 
food economically. 

Still there are administrators who, rather than look 
for a properly educated dietitian, entrust their food 
service to persons without technical qualifications. 
This is true even when dietitians are more plentiful 
than at the moment. 

In recent years it has been recognized that in being 
admitted, cared for and discharged the patient needs 
some special attention, in addition to the professional 
and technical services ordinarily provided. 

-This whole area may well be considered the province 
of the medical social worker. During these same recent 
years, interested young women with good academic 
background have been given formal instruction to pre- 
pare them for the very tasks of supplementing profes- 
sional and technical service to the patient. Yet to fill 
this gap, it has been the custom to employ people with 
little or no special qualifications as hostesses, admitting 
officers and such. 

To varying degrees the same attitude prevails with 
respect to nursing specialists, record librarians and 
others, including administrators. The fact that admin- 
istrators are included suggests that they are not entirely 
at fault for this lagging behind the times. In many 
hospitals any substantial improvement will have to 
start with a change in their thinking on the part of 
trustees. 

A part of this issue of Hospirats is devoted to dis- 
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cussion of some aspects of education in hospitals. As 
this is read and digested, we suggest that administra: ors 
think seriously about the neglected factor of acade inic 
education in the hospital. 

A number of schools already turn out trained spe- 
cialists for work in hospitals, but, excepting. physicians 
and nurses, the flow of graduates is a trickle. The only 
reason for this is that a majority of hospitals are behind 
the times in recognizing the value of academic cdu- 
cation. 





Employees’ Pensions 

A PENSION PROGRAM will be made available about 
July 1 of this year to employees of nonprofit hospitals, 
This is a program especially tailored to meet the re- 
tirement needs of hospital employees. It is aimed at 
giving coverage at the lowest possible cost compatible 
with benefits needed. It will be adjustable when the 
federal Social Security Act has been amended to in- 
clude employees of nonprofit organizations. 

Such pensions are particularly vital since, even with 
federal coverage, these hospital employees will have no 
accumulation of benefits such as is the case with the 
employees of industrial concerns who have been pay- 
ing premiums under the federal program for the past 
ten years. 

The Ways and Means Committee of the House of 
Representatives is in the process of holding hearings 
on social security and suggested amendments. Repre- 
sentatives of the American Hospital Association, Cath- 
olic Hospital Association and American Protestant 
Hospital Association are all appearing to urge coverage 
for employees of nonprofit hospitals. As of this date, 
no legislation has been introduced which would amend 
the Social Security Act to cover this particular point. 
If such legislation were introduced, it is possible that 
it might be passed before the end of this session of 
Congress. However, it has been impossible to date to 
secure such a legislative proposal without having it 
coupled with amendments embodying controversial 
issues, so that prospects are not too bright at this time 
for any action by Congress prior to adjournment prob- 
ably in July of this year. 





Progress of S. 191 


HEARINGS IN THE HOUSE OF REPRESENTATIVES OD the 
Hospital Survey and Construction Bill have been com- 
pleted. Testimony must now be printed and the vari- 
ous bills before the committee considered before any 
formal recommendation is made to the House by the 
committee. 

There had been some apprehension of the dela} in 
holding hearings in the House of Representatives, since: 
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Congress now plans to adjourn in early summer and 
the time still available for final action on this legisla- 
tion grows short. 

Witnesses who appeared for the bill, including rep- 
resentatives of the hospital associations, the American 
Medical Association, and various labor and farm 
groups, all supported the general aims of the Hospital 
Survey and Construction Bill. On that basis, it would 
seem safe to assume that the bill will be recommended 
to the House of Representatives. 

Many of those who appeared before the House sub- 
committee suggested amendments to the Hospital Sur- 
vey and Construction Bill as it passed the Senate. 
President ‘Truman wrote a letter urging that two 
amendments be made. The first would limit the ad- 
visory committee’s authority, and the second would 
remove a section providing court review of the surgeon 
general’s action on certain administrative matters. 

The Association testified supporting the general 
aims of this legislation, recommending that the House 
of Représentatives consider passage of the bill as it 
was received from the Senate. 

It is to be hoped that the legislation will be enacted 
during this session and that it may be passed in a form 
acceptable to those who must make it an effective 
instrument for improving hospital service to the people 
of this country. 





Local Veteran Relations 

THE CURRENT EFFORT to provide adequate hospi- 
tal care for veterans may sometimes seem so vast 
and so ponderous that no worthwhile contribution 
can be made by the individual hospital. It is easy to 
feel that such big problems will be solved by big solu- 
tions that have been devised by vague and mysterious 
forces “at the national level.” 

This is not true, of course, of any national effort. 
Especially is it not true of an effort to integrate the 
services and facilities of all governmental and non- 
governmental hospitals—in a great hurry and with no 
precedent to follow. But what can the individual hos- 
pital contribute? By way of finding an answer, let it 
be remembered: 

First, that voluntary hospitals have a great deal at 
stake in the ultimate pattern worked out for hospitaliz- 
ing veterans, and that this pattern may be a year or 
more in the making. 

SECOND, that unsatisfactory cooperation on the part 
of only a few hospitals could be magnified into a black 
mark for the entire voluntary hospital system. 

FINALLY, that voluntary hospitals again have the 
confidence of the veterans’ official guardians, after a 
gener:tion of suspicion and prejudice based largely 
on two grossly magnified complaints against hospital 
service following World War I. These were (1) that 
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veterans were often given less than first class care, and 
(2) that the hospitals (and/or the physicians associated 
with them) often overcharged the government. 

Without considering the truth or fairness of such 
charges, do they not suggest the wise course for an 
individual hospital in 1946? 

A patient’s status as veteran may easily complicate 
the handling of his case. It may call for the bending 
of hard and fast procedures. It may call for interpreta- 
tions that are plainly uneconomic. 

Working with a federal agency can be very trying— 
innumerable forms to fill, circuitous channels of com- 
munication, submission to inspection, delays in reim- 
bursement. Time is money, even in a nonprofit trans- 
action, and everywhere it is agreed that a hospital 
should receive its costs of caring for government pa- 
tients. Yet it is evident in this situation that logic can- 
not be the lone guidepost. 

We believe it is equally evident that, no matter what 
arrangements are arrived at nationally, the whole 
solution rests on performance by the individual hospi- 
tals. A determination to see that veterans receive all 
special consideration that can reasonably be given, a 
little extra fortitude in handling fiscal matters—these 
are factors of success. 





They Are Willing 


THE FOLLOWING is quoted from recommendations 
made by the Famine Emergency Committee: 


“We are asking our citizens to make a voluntary 
sacrifice of 40 per cent of their consumption of wheat 
products and go per cent of food fats and oils during 
the next 120 days. 

“For public eating places we ask that they use no 
more than an average of two pounds of flour per cus- 
tomer per week. This means about two pounds of 
bread and one-half pound of other wheat products. 
We ask that the service of food fats be reduced by 20 
per cent.” 

While hospitals do not fit comfortably into the 
classification of ‘public eating houses,” they do operate 
institutional kitchens and serve food to a great many 
people in the course of a month. There can be no 
skimping on special diets, of course, and certainly no 
hospital patient should be expected to make the full 
sacrifice recommended for citizens -generally. 

Even with these exceptions, however, there is room 
for cooperation by hospitals in the national effort to 
combat famine abroad. This is especially true of the 
employee dining room. Perhaps more than any other 


occupational group, hospital employees will be found 


anxious to do their part—if given the chance and if 
their good spirit is recognized by bulletin board, house 
publication or otherwise. 
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How the PHARMACY 
COMMITTEE Can Ad 


paces oF the advisability of 
having a pharmacy committee 
involves three primary considera- 
tions: (1) a clear definition of this 
committee, (2) its place in the hos- 
pital organization, and (3) its de- 
sirability. 

The definition must, of course, 
include an explanation of the pur- 
pose for which the committee is 
created. A full explanation of the 
place this group occupies in the hos- 
pital involves an understanding of 
its position in relation to: an estab- 
lished chain of authority, limits of 
authority, the functions deemed de- 
sirable for it to perform and the 
scope of its operation. If these as- 
pects are properly determined we 
should have no difficulty deciding 
whether or not such a committee 
is desirable in our individual organ- 
ization. The final decision will be a 
matter of individual preference— 
and perhaps rightly so. 

As a basis of formulating an opin- 
ion, the following questions should 
be considered: What is a pharmacy 
committee? Who serves on the com- 
mittee? What is the purpose of the 
committee? How did such groups 
originate? Who appoints them? To 
whom are they responsible? How 
far can their authority be extended? 
Just what should they do? How do 
they raise or lower the standard of 
care given the patient? 

Now just what is a pharmacy com- 
mittee? Stated simply, it is a commit- 
tee on pharmacy. The dictionary 
tells us that a committee is a per- 
son or group of persons appointed 
to act on some matter. Translated 
into terms of the specialized field 
with which we are concerned, the 
term “pharmacy committee” would 
seem to refer to a group of persons 
appointed to act upon matters con- 


cerning pharmacy or pharmaceu- _ 


tical service in the hospital. 
The number of members in this 
group, the subjects upon which it 
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acts and the extent to which it 
should act probably will depend 
upon factors peculiar to each hospi- 
tal. Another variable characteristic 
will be its composition. Who should 
be appointed and who should be 
represented? The persons selected 
may be a group of physicians; phy- 
sicians plus the chief pharmacist; or 
the physicians, the pharmacist and 
the administrator or his representa- 
tive. Certainly, to function to the 
best advantage the pharmacist 
should be a part of the committee. 
Whether the administrator 
should be a member is a debatable 
subject. If the committee functions 
as will be outlined in this discus- 
sion, it should not be necessary for 
the executive officer of the institu- 
tion to be represented. In fact, 
smoother operation might be ef- 
fected without his participation. In 
many instances, of course, this will 
not be true. Much depends upon 
the administrator as well as the per- 
sons on the professional staff. 
There is some latitude allowable 
in the actual purpose for which the 
committee is set up. It might be es- 
tablished to review only problems 
concerning the medicinal agents to 
be used; to consider all supplies 
used in the treatment of patients; 
to compose and govern a formulary; 
to pass upon certain policies related 
to the operation of the pharmacy, 
or to review subjects in all these 
categories. It might even be expedi- 
ent to establish a committee to re- 
view all matters related to the phar- 
macy and the pharmaceutical serv- 
ice; but such objectives seem to be 
too inclusive to be of optimum 
value. However, more should be at- 
tempted than just the publication 
of a formulary. The purpose of this 
body should be to render profes- 
sional advice upon pharmaceutical 


problems which affect the staff and 
the treatment of patients. 

Spease! has given us a rather con- 
cise outline of the purposes of such 
a committee. He states that the com- 
mittee should be for the purpose of 
determining the policy of operation 
of the pharmacy, adding to and de- 
leting from the drugs to be used, 
and in addition should supervise 
the purchase and dispensation of 
medicinals and professional sup- 
plies within the hospital. These cri- 
teria are generally applicable with 
some modification. The committee 
should supervise only in the sense 
of giving professional advice con- 
cerning problems which arise out 
of the purchase and issuance of 
pharmacy stocks. Most pharmacy 
committees now in existence oper- 
ate in accordance with this modi- 
fication. 

Spease’s outline appears to have 
followed closely the establishment 
of pharmacy committees as they 
function to-day. The reader can 
well question the use here of the 
term “establishment” since these 
committees probably owe their ex- 
istence and present structure to a 
process of evolution. Although there 
seems to be no readily available in- 
formation to support this theory 
such an assumption appears to be 
logical. References to pharmacy 
committees prior to 1932 are not 
only sparse but inadequate for use 
as a basis of tabulating their method 
of operation. 

Clarke? for instance, speaks of a 
formulary being in use in New York 
Hospital as early as 1815, and of this 
publication being provided with a 
set of governing rules in 1932 by 
Hatcher and Stainsby, the latter be- 
ing “chairman of the already estab- 
lished Formulary Committee o! the 
New York Hospital... .” It is a 
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readily accepted fact that one of the 
tools of a pharmacy committee is a 
hospital formulary. It is also known 
that Hatcher and Stainsby did much 
work in relation to pharmacy com- 
mittees; but it is not clear if the 
group referred to by Clarke actually 
performed duties other than publi- 
cation of the formulary. Hence, it is 
not clear if it functioned as a phar- 
macy committee in the accepted 
sense of the term. 

The oldest pharmacy committee 
with which I am familiar is the one 
of University Hospitals of Cleve- 
land. This group held its first meet- 
ing April 22, 1932. Since that date 
we find more frequent references to 
operation of these committees. In 
fact, during the last two decades suf- 
ficient numbers of such committees 
have appeared throughout the Un- 
ited States that the American Hos- 
pital Association saw fit to establish 
a committee on pharmacy, which 
committee made quite a lengthy re- 
port® in 1937. This report as it ap- 
pears in the Transactions of The 
American Hospital Association for 
1937, includes certain criteria for 
the establishment and operation of 
pharmacy committees within the 
hospital organization. 

No definite rule can be written 
for the mechanics of appointing 
members to serve on the committee. 
Depending upon the size of the in- 
stitution, the appointing authority 
may be the administrator, the chair- 
man of the staff, the executive com- 
mittee or some other governing 
body. However, the governing body 
of the hospital should stipulate who 
is to make the appointments, from 
what groups members are to be se- 
lected, the number of persons to be 
appointed, and to whom the com- 
mittee is to be responsible. Regard- 
less of where responsibility for ap- 
pointments is placed the governing 
body of the hospital must have an 
Opportunity to approve any recom- 
mendation which the pharmacy 
committee chooses to make. To 
maintain some voice in and control 
over actions of the staff the adminis- 
trator must, obviously, be a part of 
that governing body. 

Let us examine, briefly, illustra- 
tions of placement and control of 
tesponsibility as practiced in cer- 
fain institutions. The Pharmacy 
Committee of University Hospitals 
of Cleveland, to which reference 
was made previously, is appointed 
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by the medical council. The com- 
mittee consists of four physicians 
selected from the staff of the hospi- 
tal; the directing pharmacist, who 
is also dean of the School of Phar- 
macy of Western Reserve Univer- 
sity, and the chief pharmacist of the 
hospital. 

All recommendations proposed 
by this group must be sent to the 
medical council for disposition. At 
Cleveland City Hospital, where 
there has been a pharmacy commit- 
tee since early in 1938, the execu- 
tive committee of the hospital, of 
which the commissioner-superin- 
tendent is a member, appoints the 
membership of all standing com- 
mittees, including the pharmacy 
committee, and requires that all rec- 
ommendations be referred back to 
it for disposition. Five physicians, 
representing the major services or 
departments of the staff, the assist- 
ant superintendent (medical) and 
the chief pharmacist constitute the 
pharmacy committee in this insti- 
tution. i 

Because of the activities of the 
committee—and it is usually the bus- 
iest of all staff committees, if it 
functions properly — membership 
should not consist of doctors who 
are chief department heads unless 
they have a particular aptitude or 
desire to so serve. Ordinarily, these 
men are much too busy to be fur- 
ther burdened. A much more active 
group, a group which will investi- 
gate the problems more thoroughly 
and deliberately, will usually result 
if appointments are made from 
junior members of the staff who are 
often more active. 

The committee must be com- 
posed of persons who are alert, pro- 
gressive, investigative, deliberate, 
capable of recognizing the individ- 
uality of problems in each type of 
service and capable of reaching ra- 
tional decisions. They should be 
willing and able to study every re- 
quest and test possible results before 
making their official recommenda- 
tions. In addition, to be continu- 
ously effective, these members must 
be of the type who will retain their 


zeal and interest. They should also 
receive encouragement from the ad- 
ministration, which is vital in sus- 
taining the interest of any such 
group. 

All possible efforts should be em- 
ployed to prevent stagnation of this 
committee once it has been estab- 
lished. Continuously effective oper- 
ation of a pharmacy committee is 
predicated upon the functioning of 
a good staff organization within the 
hospital. 

Just what are the functions of the 
committee which we are discussing, 
and what lies within its province? 
Here, again, we cannot be specific 
and set up inflexible limits because 
peculiarities of each institution dic- 
tate policies to be observed therein. 
By the use of illustrations and gen- 
eral statements, however, a_usable 
outline can be suggested. 

As an overall picture we might 
visualize a pharmacy committee as 
being a group whose function is to 
review problems—and make recom- 
mendations for their solution—con- 
cerning the policy, operation, stock 
and personnel of the pharmacy, in 
addition. to administrative matters 
involving other departments. Ac- 
tually, however, a committee will 
seldom be found operating on such 
an all-inclusive basis, although 
some do approach it very closely. 

Such a committee should be em- 
powered to review and make recom- 
mendations on anything that has 
to do with the professional relations 
of the department. This, of course, 
would include type and quality of 
drugs and supplies dispensed; poli- 
cy governing the issuance of these 
items; dissemination of information 
to the staff; means of promoting 
better cooperation between the 
pharmacy and staff and, in addi- 
tion, subjects in which are involved 
public and patient relations of the 
pharmacy. 

Problems of an administrative 
nature such as the quantity of 
drugs and supplies to be carried 
on inventory, charges for medica- 
tion to patients, employing of per- 
sonnel, salaries and the like, unless 
unusual action is needed, should 
remain administrative problems. 
These should require no profession- 
al recommendations. 

The functions and scope of the 
pharmacy committee should be 
stated definitely and clearly in a 
set of regulations, by-laws or con- 
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stitution at the time of its incep- 
tion. In this way transgression will 
be avoided and harmonious affilia- 
tion with other groups in the hos- 
pital will not be disturbed. ‘To il- 
lustrate, let me quote from the state- 
ment of organization at Cleveland 
City Hospital. This plan of organ- 
ization was written at the time the 
pharmacy committee was estab- 
lished and was concurred in by the 
director of public health and wel- 
fare and the superintendent: 

I. Executive Committee 

The Executive Committee of the staff 
shall determine the general policies affect- 
ing the professional affairs of the hospital. 
. . . It shall have the power to appoint 
standing committees upon various aspects 
of the professional work and shall define 
the duties of these committees. It shall 
appoint standing committees on outpa- 
tient department; on pharmacy; on profes- 
sional procedures. . . . These committees 
shall meet at stated intervals, to be deter- 
mined by their members, and shall report 
their recommendations to the Executive 
Committee for consideration and disposi- 
tion. . . . The Executive Committee shall 
report back to the Standing Committee of 
the staff, or to the staff, its action upon 
any matters referred to it. 

II. Standing Committees 

G. Committee on Pharmacy—1. This 
committee shall consider all matters per- 
taining to the use of pharmaceuticals and 
other items dispensed through the phar- 
macy. It shall have the power to make 
recommendations concerning the pharma- 
ceuticals and formulae regularly used in 
the hospital. Three members shall consti- 
tute a quorum. 

Perhaps citation of a few specific 
subjects reviewed by existing phar- 
macy committees will serve to ex- 
plain their functions better than 
any combination of words that 
could be written here. The follow- 
ing list is extracted from the min- 
utes of meetings of the pharmacy 
committees at Cleveland City Hos- 
pital and University Hospitals of 
Cleveland. Rather than attempt to 
identify the subject with the group 
which held the discussion, a com- 
posite list is presented: 

1. Substitution of less expensive 
drugs for expensive ones where 
therapeutic actions are equivalent. 

2. Advisability of dispensing 
home-going medications on_pre- 
scription only. 

3. Sale of drugs to personnel. 

4. Policy of acceptance of drugs 
for stock and inclusion in the hos- 
pital formulary. 

5. Packaging of sterile solutions. 

6. Accumulation and disposition 
of dead stock. 
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7. Standardization of germicides 
used. 

8. Oral and intravenous gall- 
bladder dyes. 

9. Writing of prescriptions by 
nurses. 

10. Suitable adhesive remover. 

11. Publication of a_ hospital 
formulary. 

12. Establishment and mainten- 
ance of antidote cupboard in the 
emergency suite. 

13. Disposition of illegibly writ- 
ten prescriptions. 

14. List of abbreviations for use 
in the hospital. 

15. Institution of the metric 
system of weights and measure. 

16. Establishment of; pharmacy 
internship. 

17. Oxygen therapy. 

18. Enteric coatings for tablets. 

19. Changes in formulae of items 
made in the pharmacy. 

20. Quantity of medication al- 
lowable on prescriptions in the out- 
patient department. 

21. Standardization of sizes ot 
hypodermic needles used. 

22. Control procedures to be 
used in the issuance of penicillin 
ampoules. 

23. Dispensing drugs from the 
accident ward. 

24. Many discussions of specific 
items to be added to or deleted from 
pharmacy stock. 

Having discussed the origin, or- 
ganization, functions and limits of 
authority of the pharmacy commit- 
tee we arrive at the point of: de- 
termining its advantages and dis- 
advantages. Some conclusions can 
then be drawn as to the desirability 
of its being a part of any hospital 
organization. The advantages in- 
clude: 

1. We have here a group of ac- 
tive doctors who because of their 
personal desire to progress will be 
interested in promoting and main- 
taining therapy on the highest level. 

2. This group, being a part of 
the staff and enjoying at least a par- 
tial alliance with the administra- 
tion, can do much to smooth oper- 
ations between the two factions and 
thus establish closer relationships. 

3. For the same reason as above 
a greater degree of professionalism 
in the pharmacy will be promoted, 
and the pharmacist will be kept 
alert, 


4. Because it represents a link 
between the staff, administration 
and pharmacy the committee can 
be used to bridge the gaps anc in. 
terpret to the staff difficult programs 
which the administrator or the 
pharmacist might wish carried for- 
ward. This service is particuiarly 
valuable in effecting controlled use 
of scarce items. 

An excellent example of the use- 
fulness of such a procedure was ev- 
ident when penicillin was intro- 
duced. Inasmuch as hospitals were 
allocated certain quantities of the 
drug it was necessary to institute 
some method of controlled distri- 
bution to the various departments 
of the staff. When the pharmacy 
committee was given the responsi- 
bility of recommending the proce- 
dure to be followed, cooperation of 
the staff was obtained and the drug 
was made available to those for 
whom its clinical use was justified. 
This was not true in many instances 
where other means of control were 
used. 

5. Refusals of requests for un- 
merited drugs will be more readily 
accepted from a group of the nature 
of this committee than they would 
be from the administrator or any 
other one person. However, the 
committee should never be used as 
an escape from responsibility. Such 
acts will soon be discovered and 
will result in deterioration of rela- 
tions between the parties con- 
cerned. 

6. Economy is effected through 
the committee. By establishing def- 
inite policies of standardization of 
medicinal agents, the total cost of 
therapy can be reduced without en- 
dangering the level of effectiveness. 
Economical losses through accum- 
ulation of a dead stock of drugs is 
a problem in many hospitals. ‘These 
losses can be reduced to a minimum 
through proper cooperation be- 
tween the pharmacy, the commit: 
tee and the staff. 

7. More important than the eco- 
nomical benefits derived is the ef- 
fect the committee should have in 
promoting rational therapy. By 
establishing sound policies and pro- 
cedures governing use of drugs and 
inclusion of various agents in the 
armamentarium of the hospital, 
remedies. of unproved therapeutic 
value can be eliminated. 


Unless my perspective is decid- 
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edly awry, the disadvantages which 
can be cited against the use of this 
body are much less numerous than 
the advantages enumerated above. 
Objections could be raised on the 
following points: 

1. The administrative routine or 
procedure may be slowed if one 
must work through a staff commit- 
tee. 

2. Some flexibility of therapy 
may be sacrificed, as changes in rou- 
tines cannot be made so quickly 
when needs must be requested 
through a committee. Provision 
must always be made to cover emer- 
gencies, however, and by so doing 
necessary flexibility can be main- 
tained. 

3. Investigative work may be re- 
tarded. An occasional physician 
may desire to investigate or com- 
pare values of certain agents, but 
hesitate to request supplies from a 
group of his colleagues. Such an el- 
fect certainly is not the intent of 
existing pharmacy committees and 
they have, at least in most cases, 
made provision for research. It is 
controlled research to be sure, but 
I do not believe either the patient 
or science suffers as a result. 

4. If such a committee functions 
actively and progessively it might, 
in some instances, introduce fric- 
tion among individual members of 
the staff. 

If set up and permitted or in- 
duced to function as outlined, 
there should be no hesitancy in con- 
sidering the pharmacy committee 
a welcome adjunct to the organiza- 
tion of the hospital. Certainly it 
will be found to be one of the most 
active and industrious of all staff 
committees and, if its efforts are 
successful, much will be done  to- 
ward giving the patient the most 
effective care possible for his money. 
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Three Hospital Da ry Themes 


HREE CENTRAL THEMES, Your 
“Trop for Health—Your Help- 
ing Hand— Building for Better 
Americans, present themselves for 
incorporation in National Hospital 
Day programs. The first of these, 
“Your Hope for Health,” will be 
the central theme of advertising 
material prepared for the use of 
commercial firms. 

Local adaptation of the central 
theme can make it both the com- 
munity’s own and part of a co- 
ordinated national program. Each 


‘theme is flexible, and through the 


media of newspapers, radio, ex- 
hibits and the spoken word may 
form the basis of a well-integrated 
program for any institution. “Your 
Hope for Health,” the dominant 
theme, presents the hospital as the 
means of achieving and maintain- 
ing a healthy nation. 

The press may be used to present 
feature stories on medical research, 
with statistics on decreased mortal- 
ity from tuberculosis and pneu- 


monia; the hospital in the role of 


educator of doctors, nurses and 
technicians; the greater availability 
of hospital service through prepay- 
ment plans and growing interest in 
medical and surgical benefits. 

Articles may describe increased 
maternity care and corresponding 
decline in infant mortality, incu- 
bator care of premature babies, 
birth of local twins or triplets. Ac- 
companying news pictures could 
show use of recreational and occu- 
pational therapy for orthopedic pa- 
tients; employees being instructed 
in personalized service; interns or 
student nurses studying or at work; 
staff meeting of doctors and ad- 
ministrators discussing means of 
bettering service. 

Special interest could be aroused 
by a healthy baby contest, the win- 
ner to be proclaimed on National 
Hospital Day, or public showing of 
the movie, “Good Hospital Care” 
(obtainable from the American 
College of Surgeons, 40 East Erie 
Street, Chicago). 

Human interest appeal lies in 
dramatic radio presentations of life- 
saving accomplished through medi- 
cal research. Sermons may be broad- 


cast associating the church and the 
hospital in their humanitarian ob- 
jectives. Spot announcements would 
act as frequent reminders of the 
significance of the day. 

Hospital care from infancy to old 
age could be the topic of a lobby or 
window display, along with views of 
research laboratory activity, new 
discoveries in medicine and x-ray 
photographs. Local hospital and 
health needs could be interpreted 
by administrators to church and 
civic groups in an appeal for volun- 
teer and paid personnel. 

Local advertisers may use illus- 
trative cuts sent to newspapers by 
the Meyer-Both Co., and both the 
National Hospital Day seal and the 
postal advertisement (designed for 
Pitney-Bowes postage meter) indi- 
cating May 12 as National Hospital 
Day can be used on mailings. 

“Your Helping Hand” describes 
the hospital as the instrument for 
ministering to one’s neighbor. News- 
paper articles and pictures will 
show how volunteers and paid hos- 
pital personnel carry out this idea. 
Campaigns aided by church, school 
and civic groups can help to recruit 
volunteers and influence students to 
take up nurses’ and medical train- 
ing. Displays may carry a graphic 
story of contributions by commu- 
nity groups for specific projects and 
outline needs for which additional 
funds should be raised. 

“Building for Better Americans” 
calls attention to the widespread 
hospital construction program now 
going on and its potential effect on 
the health of the nation. Through 
the press, local community needs 
and plans can be fitted into this over- 
all picture. A news story concerned 
with erection of a modern hospital 
might include a picture of the ar- 
chitect and pictures of the building 
under construction and of adminis- 
trators examining the plans. 

Interest in local improvement 
and expansion could be stimulated 
by exhibits showing modern hos- 
pital projects. A survey, might be 
made to reveal the distribution of 
existing facilities in the area and 
their adequacy in relation to the 
need, 
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NEONATAL CRYING 
A Study of Its Incidence, Causes and Control 


C. ANDERSON ALDRICH, M.D. 


DIRECTOR, ROCHESTER CHILD HEALTH PROJECT, SECTION ON PEDIATRICS, MAYO CLINIC, ROCHESTER, MINN. 


HIS ARTICLE is a summary of the work which has 
yj pete done to decrease the amount of crying in- 
dulged in by the babies in the neonatal ward at St. 
Mary’s Hospital, Rochester, Minn. 

The study was undertaken because of an increasing 
realization that the cry of the newly born infant is of 
considerable physiologic significance and because it 
was felt that in most institutions it was being treated, 
rather, as an inconsequential display of baby temper. 

The cry of the newborn has an entirely different 
meaning from that of the older child or adult. Most 
observers agree that the cry of the neonate, since he 
is incapable of voluntary activity, is entirely automatic. 
On the other hand, the cry of the four year old in a 
temper tantrum and the weeping of the adult are 
conscious and voluntary and may be the result of years 
of frustrating experience. But although the cry of the 
newly born infant is a purely reflex act, it is full of 
significance and of the utmost importance. 

In the first place, through the vigorous respiratory 
movements which accompany it, the initial expansion 
of the lungs takes place and the lifesaving activity of 
breathing begins. Every obstetrician recognizes this 
first, gasping cry as a welcome sign of efficiency in a 
baby. 

This primary function decreases rapidly in value 
during the ten days to two weeks of gradual pulmonary 
inflation, so that after that time it is no longer correct 
to say that a baby needs to cry to “exercise his lungs.” 
But there is another function of neonatal crying which 
persists much longer and which is highly important; 
namely, its use as an indication of need and as a warn- 
ing signal to parents. 

The infant’s automatic controls turn on the cry 
whenever the organism is threatened; when he is 
hungry, cold, wet or under the influence of pain; 
when he hears loud sounds or loses his equilibrium, 
and probably when he feels the need for fondling. 
These facts are easily demonstrable by anyone who 
wishes to take the time to observe an infant objec- 
tively, 

In some instances, as in the startle reaction to sounds 
and loss of equilibrium, the cry is associated with other 
more complex behavior patterns of a stereotyped form. 
The cry is always accompanied by random thrashing of 
arms and kicking of legs, so much so that an appre- 


Dr. Chieh Sung, Dr. Catharine Knop, Dr. Mildred A. Norval, 
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ciable percentage of the babies in nurseries have 
“kicking abrasions” on their heels or knees which re- 
quire bandaging. 

Under aboriginal conditions of life, a baby’s safety 
and growth were absolutely dependent on adult re- 
sponse to his warning signal, the cry. In prehistoric 
times, mothers undoubtedly responded to it almost 
automatically with nursing, application of warmth, 
fondling and other essential securities. Obviously, in 
the past, it was through this mediation of the cry that 
babies were able to satisfy these basic needs. And since 
modern babies cannot appreciate that they are born in 
an enlightened age of safety and specialized medical 
attention, they still use this inherent mechanism to 
make sure that their needs are fulfilled. 

Incidentally, it seems to me that this early compul- 
sive cry should be classified as one of the disappearing 
reflexes like the startle, tonic-neck, grasping and swim- 
ming reflexes. These are all present at birth, presum- 
ably have some evolutionary significance, are activated 
by definite stimuli and may be demonstrated in all 
healthy babies. In normal infants they disappear after 
the first few months of life. Their persistence is evi- 
dence of cerebral retardation. 

Be that as it may, vigorous crying is obvious evidence 
of a young infant’s competence. It shows that he is 
able to.do his share in coping with adverse conditions. 
It is a signal meant to be heeded. Conversely, then, 
prolonged or undue crying by the newborn is evidence 
of the incompetence of his caretakers. It shows that, 
somehow or other, our technics have not been able to 
meet his vital, physiologic need. 

The idea that the cessation of crying which occurs 
when a baby is picked up and fondled proves that he is 
“spoiled” has been repeatedly stated and is deeply in- 
grained in lay and medical belief. While this idea 
sounds plausible, it is not based on sound reasoning, 
because a newly born baby is still functioning on a 
subcortical level. That he can have enough intelligence 
to lie in bed and figure out that if he cries he will be 
fondled again seems highly improbable. The cessation 
of his cry which follows attention merely proves that 
fondling is gratifying to a baby even in his automatic 
stage; it is undoubtedly another reflex of the newborn. 

My colleagues and I have been trying, then, to study 
the crying habits of newly born babies under the con- 
ditions which are imposed on them in a modern hos- 
pital nursery, hoping that with these facts as a basis 
we may learn how to meet the physiologic needs of 
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Figures | and II—Daily crying charts, for two periods, showing. the 
number of minutes per hour of crying as compared with the number 
of minutes of nursing care. Note the reciprocal relationship and the 
uneven distribution of the feeding periods as shown by the high 
column of nursing care. (From Aldrich, Sung, Knop, Stevens and 
Burchell: J. Pediat. 26:313, 1945.) 


these young individuals better at a most important 
and critical stage of their growth. At present, in spite 
of all the care that has been given to the newborn, the 
highest mortality rate occurs in the first two weeks of 
life. The problem of the proper management of the 
newborn has by no means been solved. 

Nothing in this report is presented in a faultfinding 
spirit, since the nursery at St. Mary’s Hospital is de- 
cidedly superior to most infant wards. If any adverse 
judgment is warranted, it should be applied to a cer- 
tain unresponsiveness and even indifference to the 
fundamental physiologic needs of babies which have 
undoubtedly grown up in the professional groups 
caring for them. In this regard, it is of more than pass- 
ing interest that no one, to my knowledge, has ever 
before made a comprehensive study of this problem 
in a hospital nursery. 

Accordingly, we observed the babies in the nursery 
for 30 days, during which time four watchers took 
turns during each cycle of 24 hours. 

The nursery does not differ from any other modern 
nursery for the newborn, It is air-conditioned and 
sound proof. The walls are light colored and the room 
is thoroughly adequate for the number of babies ac- 
commodated. There was an average of 20 babies in 
the ward during the period of observation each day 
and the nursing personnel consisted of two graduate 
nurses who were responsible for the teaching of and 
demonstration to student nurses in addition to their 
regular duties. They are known as the head nurse and 
assistant head nurse respectively. As a rule three stu- 
dent nurses were on duty from 7:30 a.m. until 10 a.m. 
and usually two were on duty for the rest of the day. 
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At night, the supervision of the nursery is in charge of 
the obstetric night supervisor. 

The nursery routines call for taking the babies to 
their mothers every four hours, beginning 12 to 18 
hours after birth, except for the 2 a.m. feeding, which 
is omitted before lactation occurs. 

While glucose water is given after all early nursings, 
no complementary feedings are prescribed until the 
breast milk is demonstrated to be inadequate after the 
mother has been in the hospital for a week, Adjust- 
ment’s to baby’s apparent needs by changing to a three 
hour schedule are sometimes made when it seems 
advisable. 

The babies are weighed daily before and after 
nursings and the temperature is taken twice daily. No 
baths are given in the nursery, although water and 
mineral oil are employed in cleaning the perineum 
and buttocks when they become soiled. 

Our data were so arranged that we could estimate the 
number of minutes of crying for each baby and for all 
of the babies in the ward as well as the number of 
minutes of nursing care which were spent by the 
personnel with each baby. 

Figures I and II are a graphic representation of the 
nursing care and the average crying time of all of the 
babies in the nursery for two typical days. These 
graphs show clearly the reciprocal relationship between 
nursing care and the amount of crying. They also 
bring out an unexpected development, irregularity of 
feeding time in a well-regulated nursery, a fact which 
clearly influences the amount of crying, as will be 
shown later. 

In calculating the average amount of crying per 
baby per hour for the entire 30 days in. the hospital, 
we found that the average crying time per baby per 
hour ran from 1.3 to 11.2 minutes and that the total 
amount of crying per day was 113.2 minutes, or almost 
two hours. In appraising this result it is interesting to 
note that the amount of crying could be shown to 
reflect quite accurately the nurses’ activities during 
the day rather than any physiologic rhythm of the 
babies. 

The peak of crying in this nursery community oc- 
curred in the period from some time before midnight 
to 2 a.m., a time at which the two student nurses, 
supposedly having finished the 10 p.m. feedings and 
the necessary charting, are required to clean the work- 


Table 1—Minutes of crying for each cause 





Causes of crying 


A B Cc D J 
Soiled Wet Unknown 


diapers | Diapers | reasons 





Hunger | Vomitus 














16,193.5| 214.5 16.005.5 


50 (35.5%) | (0.5%) | (8.3%) | (20.6%) (35.1%) 
50 2,024.2 26.7 474.8 1,169.9 2,000.6 
I 323.9 4.3 76.0 187.2 320.1 


1 40.5 0.5 95 23.8 40.0 


3,799.0 | 9,359.5 
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Geraldine and Burchell, Margaret: The crying of newly born 
babies: II. The individual phase. J. Pediat. 27:89-96 (Aug.) 
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Figures III-A and IIl-B—Crying chart compared with nursing care, two babies. (From Aldrich, Sung, Knop, Stevens and Burchell: J. Pediat. 


27:89, 1945.) 


room and its floor, the head nurse’s room, and finally 
the nursery. Perhaps when very few babies are to be 
taken care of, these two student nurses are able to do 
the cleaning and to care for the babies without dif_i- 
culty. But when the number of babies is above average, 
the nurses simply cannot do both. As shown in Figures 
I and II, the period of most crying corresponds ex- 
actly to the period when nursing care is at its mini- 
mum. 

The hour between 6 a.m. and 7 a.m. was the second 
lowest ebb of the period of 24 hours. The three hours 
from 7 a.m, to 10 a.m., inclusive, represent the period 
when the night student nurses have finished their 
calculations of calories, have charted the temperatures, 
stools and urine, have done their routine reporting, 
and the day nurses have just come in to begin their day. 
These three hours show as a block of medium height in 
the graph. The babies are awakened for their routine 
care and yet two or three hours will elapse before the 
10 a.m. feeding. 

A pivotal point, so far as nursing care is concerned, 
is 5:30 p.m. From around 4 p.m. onward, the nurses 
have to summarize the day’s work and get ready to 
hand it over to the student nurses who come on duty. 
At 5:30 p.m. the whole regular nursing staff retires and 
two or three student nurses start to work. 

The 6 p.m. feeding time is drawing near but has to 
be delayed until about 7 o’clock because of the mothers’ 
supper trays. The comparative paucity of nursing care 
and the delayed feeding build up the hunger sensa- 
tions in the babies to the second highest peak in the 
crying picture. j 


Following the peak of crying from 4 p.m. to 7 p.m., 
the next period of three hours—from 7 p.m. to 10 p.m. 
—was comparatively quiet. This gradually rose to the 
highest peak of the day, from 10 p.m. onward, through 
midnight, as has been mentioned. 


A study was also made to determine whether the 
babies cried from contagion because they were living 
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in a community or whether the crying was an individ- 
ual matter with each baby.” This study seems to show 
that it is quite unlikely that crying ‘is contagious from 
one baby to another in spite of the fact that their 
hearing is quite acute. 

Following this study and analysis of the data from 
the standpoint of the community crying of babies, we 
analyzed our information from the point of view of 
the individual babies.*. 

We wanted to know not only how crying was dis- 
tributed throughout each day but also something 
about its variations during the first eight days of life. 
In studying the probable causes of crying we made 
notes of environmental influences, such as food intake 
and nursing care, and estimated the discomfort due to 
certain possible factors. We look on this work as a 
preliminary survey only and, because of the many 
indefinite assumptions which had to be made as to 
causes, we cannot claim mathematical accuracy in 
their tabulation. This is merely an initial attempt to 
bring order out of that most chaotic of hospital wards, 
the nursery for newly born babies. 

We selected only those babies whose stay in the 
nursery was a full eight days. This left us with 50 on 
our list. The same data as in the first paper were used. 
Figures and tables were drawn: (1) to illustrate the 
incidence of crying of individual babies in relation to 
nursing care; (2) to show the daily and total amount 
of crying of each baby and the distribution curve of 
the differences in this respect; (3) to demonstrate the 
average crying curve of the first eight days of life, and 
(4) to estimate the causes of crying and its relation to 
feeding, gain of weight and other environmental 
factors. 

Of the 50 charts made of crying activity as compared 
with nursing care during the first eight days of lile, 
I have chosen ‘two for demonstration, that of the 
quietest baby and that.of the most vociferous, In addi- 
tion, one chart is shown to illustrate the hourly crying 
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per average baby in the nursery. Figure III-A is the 
chart for the baby who cried the least during her 
hospital stay, a total of 386 minutes for the eight days, 
or 48.2 minutes per day. Figure III-B is the chart for 
the baby who cried the most, 1,947 minutes during the 
eight days, or 243 minutes per day, five times as much. 
Figure IV shows the average hourly crying per infant 
during the eight days, a total of 936 minutes, or 117 
minutes per day. 

Aside from the actual length of crying time and its 
distribution through the day, observations were made 
on the pattern of crying during the first 24 or 48 hours. 
It was observed that many infants expressed them- 
selves by very short sounds, like short high-pitched 
grunts, which appeared in groups of 10 to go succes- 
sively, without ever culminating in actual crying. 
Such sounds were noticed through the whole hospital 
stay but they were almost the only vocal expression of 
some babies for the first 24 to 48 hours. Just as large 
a group, however, commenced life with immediate, 
persistent and intense crying. This pattern did not 
seem dependent on the total crying of the individual 
infant, as it occurred in the “quiet” as well as in the 
more persistently crying babies. 

Having established the marked variation in amount 
of crying time of different babies, that is from 386 to 
1,947 minutes, it seemed worth while to study a fre- 
quency curve showing the distribution of the 50 babies 
in relation to the total number of minutes that they 
cried. This shows the majority falling in the middle 
range. 

From a practical standpoint it may be of some in- 
terest to learn of the curve resulting when we plotted 
the average minutes of crying per day for the eight 
consecutive days in the hospital. Here we found a 
smooth curve, rising from birth to the fourth day at a 
rather steep angle, From the fourth to the sixth day 
it remained at a fairly even level, to decline more 
abruptly thereafter. However, a very different picture 


appeared when we attempted to superimpose the 50 
curves of each baby on one chart. This showed a wild 
crisscrossing of seemingly unrelated lines, out of which 
it was impossible to read any tendency toward rhyme 
or reason. Much less were we able to reproduce it 
here. ‘To demonstrate the difference, then, between an 
“average” curve and that of an “individual” baby we 
superimposed a typical curve of one infant in Figure 
V. Instead of the smoothness of the average, the curve 
of the individual baby climbs and falls in an irregular 
manner, 

In order to study the relation of crying to feeding and 
gain in weight, we charted these three factors for each 
of the 50 babies. Examination of these charts did not 
lead to any simple conclusions. They seemed to be 
rather evenly divided into two groups, those which 
seemed to show a relationship and those which did 
not exhibit any correlation between food intake and 
crying. 

In one typical case-charted, a definite increase in 
food intake is accompanied by an obvious fall in the 
amount of crying. A slight decrease in food supply on 
the seventh day shows a simultaneous rise in crying, 
followed by a correlated divergence of the curves on 
the eighth day. However, although food intake and 
crying seem related there does not seem to be any 
similar correlation between gain in weight and crying 
in this chart. The crying increases and falls independ- 
ently of the gain in weight. 

In a second typical case, the decreased and increased 
food intake curve is parallel to that of the fall and rise 
in crying activity and therefore does not suggest any 
rational correlation, Also, here again, there is no 
reciprocal relationship between gain in weight and 
crying. 

Since this attack on the problem failed to show a 
consistent relation between food intake and crying, 
we tried another method. The 10 babies with the best 
and the 10 with the poorest feeding histories were 
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IV—Crying chart—average of 50 babies—first eight days. (From Aldrich, Sung, Knop, Stevens and Burchell: J. Pediat. 27:89, 1945.) 
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Table 3—Number of crying spells per day for each cause during the studies in (944 


compared. Scatter diagrams were 
and 1945 


made of crying and food intake in 
both of these groups but no corre- 
lation was demonstrable in either 
group. 

Therefore, another attempt was per Soiled Wet 
undertaken to show that the day Hunger | Vomitus | diapers | diapers 
amount of food taken would re- 50 
duce the crying time. In the two 
groups defined in the previous 





Causes for crying 





Prolonged spells 


Total spells per day per day* 





Unknown 
Hunger | reasons 


Unknown 
reasons 











345 6 92 204 412 
(32.6%) | (0.6% | (8.7%) | (19.2%) | (38.9%) | (55.3%) | (19.8%) 


! 6.9 0.1 1.8 4.1 8.2 2.2 0.8 
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weight fluctuation in grams and 1 7.6 0.3 1.4 4.9 6.3 3.4 1.4 





(3) the amount of crying in min- 
utes. This resulted in our ability to 
demonstrate a reduction of 17.8 
minutes (15 per cent) of crying per 
day in the babies with good feed- 
ing histories. This seems of some significance, but, as 
the number of babies compared was small (10 in each 
group), the result cannot be considered of statistical 
importance. 

The recorded causes of crying were only an estimate 
dependent on the judgment of the observer and, there- 
fore, cannot be considered absolutely accurate. Never- 
theless, the information obtained should be of some 
clinical value as an approach to the problem of neona- 
tal crying in hospital nurseries. 

The causes observed were hunger, vomiting, soiled 
or wet diapers and unknown reasons. Our method of 
investigation was as objective as possible. A prolonged, 
intense crying spell in a kicking infant at feeding time, 
accompanied by sucking on his fingers or fist, was inter- 
preted as due to hunger. A crying child, lying in his 
vomitus or in soiled or wet diapers, was charted ac- 
cording to the apparent reason. The rest of the crying 
was charted as due to unknown reasons. The number 
of minutes of crying ascribed to each cause was calcu- 
lated and the results shown in Table 1 weree obtained. 

Hunger and “unknown causes,” according to our 
estimate, then, were the most important reasons for 
the crying of the babies. “Unknown causes” may seem 
to have a surprisingly high incidence but, if one re- 
members that infants at birth are individualists and 
that present nursery routines are not adapted to effi- 
cient individual care, it is understandable that we 
could be at a loss to explain many of these expressions 
of unbappiness. 


Table 2—Number of crying spells for each cause 





Causes of crying 


A B Cc D 
Soiled Wet 
diapers | diapers 





Unknown 


Hunger | Vomitus reasons 














8 2,760.0 45.00 737.0 1,630.00} 3,295.0 
I 345.0 5.60 |. 92.0 203.80 411.77 
8 55.2 0.90 15.7 32.50 65.9 
I 6.9 0.11 1.9 4.07 8.2 


Aldrich, C. A.; Sung, Chieh; Knop, Catharine; Stevens, 
Geraldine and Burchell, Margaret: The crying of newly born 
“Ty ape II. The individual phase. J. Pediat. 27:89-96 (Aug.) 
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*Study in 1944 on prolonged spells of crying was made in the homes shortly after 
the babies left the hospital. In 1945 this study was made while the baby was still 
in the hospital. Crying for more than three minutes was considered prolonged 
erying. (From unpublished data by Aldrich, C. A.; Norval, Mildred A.; Knop, 
Catharine; Venegas, Francisco and Bell, Helen E.) 


Because we suspected that urgent fundamental needs 
would probably be expressed by more prolonged, con- 
tinuous crying than that provoked by matters of less 
vital importance, we calculated the number of periods 
as well as the number of minutes of crying for each 
single cause (Table 2). Our results confirmed this 
possibility, for the number of crying spells due to 
hunger dropped below that for “unknown reasons”; 
that is, the hunger cries were of longer duration than 
those due to unknown reasons. 

The most clear-cut result of our study of the causes 
of neonatal crying in the individual baby is a demon- 
stration of the importance of unknown reasons. In 
total minutes of crying, this group of reasons closely 
approaches the amount for hunger, and in the number 
of crying spells, it exceeds this amount. 

When one takes into account the unique situation 
of the newly born infant and the probable list of these 
unknown causes, he should not be surprised at this 
result. During intra-uterine life the fetus becomes ad- 
justed to a quiet, dark, warm, aquatic environment 
characterized by considerable rhythmic movement and 
absolute freedom from any responsibility in providing 
himself with food or oxygen, Immediately after birth, 
his sensations are assailed by considerable noise, bright 
lights, cool, dry atmosphere and relatively little rhyth- 
mic movement, and he is obliged to begin active par- 
ticipation in matters of oxygen and food intake, diges- 
tion and elimination. It would be strange if, in the 
face of all of these major changes, he did not use his 
protective cry freely to register his adverse reactions 
to many sorts of stimuli to which he is not accustomed. 

Having found out how much crying took place in 
the hospital nursery, and having studied its causes from 
both community and individual aspects, we were inte!- 
ested to learn what happened to the babies at a 
slightly older age and under markedly changed en- 
vironmental conditions, in their homes.* 

Instead of being subjected to the air-conditioned, 
brightly illuminated physical surroundings and some- 
what routine care of the hospital nursery, the babies 
found themselves in a much more flexible environment 
at home. Individual care in the arms of his mother 
and prompt response to his needs were new experiences. 

The mothers of all the babies studied were urged 
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FIBRIN FOAM AND THROMBIN*.. . Cutter’s new hemo- 
static agent. For use in neuro and general surgery when 
hemostats and sutures are impractical. Permits faster and 
easier technic. Made from human blood, sponge-like Fibrin 
Foam is non-irritating and absorbable. 





NORMAL SERUM ALBUMIN*. .. for treatment of incipient 
or actual albuminemias which may be reversible—such as 
those resulting from starvation and impaired absorption 
or synthesis; or following nephrosis or acute nephritis. 
Cutter’s salt-poor albumin reduces edema (if present) and 
replaces lost albumin until renal function is re-established. 
*Made from HUMAN BLOOD 












IMMUNE SERUM GLOBULIN*.. . for measles modification. 
The gamma-globulin fraction of pooled normal adult plas- 
ma, Cutter’s Immune Serum Globulin is 20 times as potent 
as the original human serum. This small dosage volume is 
relatively non-reactive, and highly effective. 
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HYPERTUSSIS*. . .Cutter’s Anti-Pertussis Serum—Human. 
Produced by hyperimmunization of adult donors with 
Super-Concentrate Phase I Pertussis Vaccine. 25 cc. of serum 
is then concentrated into 2.5 cc. of antibody-bearing glob- 
ulin. Such high potency in small dosage helps to reduce 
pain on injection. 

Cutter Laboratories, Berkeley, California 

















to investigate the cause for each crying outburst and 
to treat each cause appropriately. Furthermore, they 
were instructed to adjust the feeding schedule to the 
rhythm indicated by each baby, rather than to main- 
tain a strictly prearranged regimen. It was explained to 
them that, even when the cause of crying was not 
evident, it was beneficial to pick up the baby and try a 
little fondling. The soothing use of rocking chairs and 
lullabies was suggested. 

Forty-two mothers sent back forms with data duly 
filled in as to the amount of crying and its causes. The 
average number of prolonged crying spells (over three 
minutes) per day for each individual baby was tab- 
ulated. We were immediately impressed by the figures 
because they were so much lower than those presented 
in our previous studies on the situation in the hospital 
nursery. 

We found that three babies averaged less than one 
crying episode a day; six babies, one to two episodes; 
nine babies, two to three episodes; four babies, three 
to four episodes; seven babies, four to five episodes; 
12 babies, five to ten episodes, and one baby (case 30) 
had on an average 11.1 episodes per day. The average 
for the group was 4.0 crying episodes per baby per day. 

It should be mentioned that in order to make the 
procedure as direct and simple as possible we did not 
ask the mothers to include the number of minutes 
for each crying episode. One mother (case 38) at- 
tempted this on her own initiative and noted care- 
fully the duration of each crying episode. For a period 
of observation of 33 days, the baby in case 38 cried 
from 1 to 28 minutes a day, averaging 9 minutes. Many 
babies in the hospital cried that much every hour. 

The most significant fact revealed by this study was 
that on the average the babies cried many less times 
in the home than in the hospital nursery. An average 
baby in the hospital nursery had 11.9 prolonged cry- 
ing episodes each day, while at home, the number 
dropped to 4.0 per day. This seems to imply that the 
babies’ negatively directed reactions were reduced 
when the nursing care was individualized, While the 
value of home environment and mothering cannot 
be measured in mathematical terms, it can be detected 
by this objective study as a definite aid to the comfort 
of the babies. 

It is interesting that more crying episodes were given 
a definite explanation by the mothers than by the 
hospital observers. In our previous hospital nursery 


Table 4—Minutes of crying per day for each cause during 
the studies in 1944 and 1945 























Causes for crying 
Babies 

per Soiled |}. Wet | Unknown 
Year| day | Hunger | Vomitus | diapers |: diapers | reasons 
1944 50 2,024.2 26.7 474.8 1,169.9 2,000.6 
(35.5%) | (0.5%) | (8.3%) | (20.6%) | (35.1%) 

I 40.5 0.5 9.5 23.4 40.0 

1945 18 533.7 5.2 64.2 166.2 233.3 
(53.2%) (6.4%) | (16.6%) | (23.3%) 

(0.5%) 
I 29.6 0.3 3.6 9.2 13.0 























From unpublished data by Aldrich, C. A.; Norval, Mildred 
A.; Knop, Catharine; Venegas, Francisco and Bell, Helen E. 
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Figure V—Crying per day in minutes. Average baby compared 
with individual. (From Aldrich, Sung, Knop, Stevens and Burchell: 
J. Pediat. 27:89, 1945.) 


survey, 48.5 per cent of all the crying spells were de- 
scribed as due to “unknown reasons,” while in this 
home study only 19.8 per cent of prolonged episodes 
were so classified. Hunger accounted for 32.5 per cent 
of the crying episodes in the hospital nursery study, 
but the figure rose to 55.3 per cent at home. Perhaps 
the reduction in “unknown” episodes was due to the 
fact that the individualized care eliminated some of 
those needs to cry; hence fewer unexplained spells. 


However, it is significant to note that in the home 
study a relatively high percentage of crying spells was 
still unexplainable to observers as close to the babies 
as their own mothers. This poses a challenge to us for 
further research and insight into the subject. 


Following these studies, with the wholehearted co- 
operation of the nursing staff and the hospital admin- 
istration, several pertinent changes have been made 
in the nursery routines and technics with a view to 
ameliorating the babies’ conditions. The infants are 
loosely wrapped in cotton blankets instead of being 
without wrappers. (This has practically eliminated the 
appearance of abrasions on the feet which resulted 
from rubbing on bed clothing.) It has been arranged 
that the mothers’ supper trays arrive shortly after 5 
p-m., which permits the babies to go out for their 
6 p.m. nursing schedule on time instead of having to 
wait until 7 p.m. as previously happened. 


The cleaning of the head nurse’s room, the nursery, 
work room and floors is now done by a maid during 
the daytime instead of by nurses on duty at night. One 
student nurse for each shift has been added to the 
staff. The duty of these extra nurses is that of “trouble 
shooters” in attending to the comfort of the babies. 
All nurses have been sensitized to the babies’ cry so 
that they attempt to find out what the baby wants and 
try to satisfy -him ‘as soon as possible. * ” 


Another observation of the babies was conducted 
for eight days in June, 1945, in the same nursery as in 
the previous year. Similarly, all full-term infants were 
watched constantly by-four observers, who took turns 
during each 24-hour period. Since the observers were 
all professional people, they were competent to investi- 
gate the causes of crying and to direct efforts to alleviate 
each situation, If it was felt that the infant was hungry, 
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he could be sent to his mother for feeding, fed water 
in the nursery, or given an empty bottle to suck, pro- 
vided these efforts did not conflict with the floor 
routines. Within practical limits the nursery routine 
was made flexible enough to meet the demands of each 
situation. 


Work charts were made for each 12-hour period 
during the entire time of observation just as in the first 
two studies. However, records were kept as to the 
actual amount of time each baby spent in its mother’s 
room, so that later in this paper the time spent in 
baby tending by the nurses alone could be computed. 
The work charts formed the basis for analyzing the 
data. 

The average number of babies occupying the nursery 
each day was 18, which is two less than we had the 
year before. The average number of minutes of crying 
for each baby in 24 hours was 55 minutes. This com- 
pares with the figure of 113.2 minutes from the statistics 
in the study of 1944 and indicates a 51.3 per cent de- 
crease in the crying during the later study. 

This amount of crying represents on the average 18 
instances or spells each day for each baby. Of these 
instances 5.7, or 31.4 per cent, lasted for more than 
three minutes, This was somewhat higher than the 
average of four prolonged crying spells observed last 
year in the home.* 

While the determination of the cause or causes of 
each crying spell still depended on the observers’ per- 
sonal judgment, since the observers had had more 
experience this year the information was undoubtedly 
- more accurate than that of last year when the investiga- 
tion was more casual, Perhaps this accounts for the 
increased number of multiple causes of crying. Where- 
as there were only 18 spells of crying per day, 20 
reasons for crying were listed daily for the average 
baby. The number of crying spells for each cause was 
calculated and the results are shown in Table 3. As 
was found in 1944, hunger and “unknown reasons” 
lead the list. In the 1945, study, the incidence of crying 
spells due to hunger exceeds that of the spells due to 
unknown causes. 

When we came to study the prolonged episodes of 
crying we found that 22.2 per cent of these were due to 
unknown causes.’ This compares with the figure of 
19.8 per cent in the study made of the children in their 
homes.* Hunger, on the other hand, accounted for 44.2 
per cent of the prolonged spells of crying in the nursery 
whereas in the home the mothers estimated this figure 
at 55.3 per cent, 

In studying the number of minutes of crying ascribed 
to each cause, (Table 4) we found that hunger 
caused 53.2 per cent of such time and that unknown 
reasons, the next highest factor, dropped down to 23.3 
per cent. 

Whereas all of the values for the study in 1945 were 
less than those for 1944, we found considerable change 
in the percentage of crying for which each cause was 
responsible. Thus, while in 1944 hunger accounted 
for 35.5 per cent of the minutes of crying, this figure 
rose to 53.2 per cent in 1945. While the amount of time 
due to unknown reasons was 35.1 per cent in 1944 
it dropped to 23.3 per cent in 1945. This may be inter- 
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preted to mean that our ameliorating regimen stopped 
much of the crying due to unknown, perhaps less com- 
pelling, causes, whereas it was unable to quiet babies 
under the influence of a basic demand like hunger. 

During the process of analyzing the data, the sum 
of all the minutes of crying of all the babies for each 
hour of the day was determined. From this material the 
average amount of crying for each baby per hour was 
calculated. We have summarized this data by super- 
imposing the graph of hourly. crying in 1945 upon a 
similar chart of the hourly distribution of crying dur- 
ing the study in 1944. This chart shows the general re- 
duction in crying demonstrated during this study. It 
also emphasizes that in two periods of the day in 1945, 
8 and g in the morning and evening, two new peaks of 
crying appear in the graph. 

Both of these may be explained by defects in our 
nursing routine. After the nurses receive the morning 
report at 7:30, they come into the nursery to give the 
babies their morning care. They take the babies’ tem- 
perature, clean them, weigh them and put clean cloth- 
ing on them. During this process each baby is thor- 
oughly awakened, after which he is put back into his 
crib to wait until the 10 a.m. feeding. It is quite obv!- 
ous that such a routine might increase crying at that 
time. In the evening any babies who become hungry 
or uncomfortable must await departure of visitors be- 
fore they can be taken into their mothers’ rooms for 
comfort or feeding. We feel that these two periods of 
crying which exceeded the corresponding periods in 
1944 can be corrected by appropriate changes in the 
nursery routine and that with this modification we 
can still further reduce the amount of crying in the 
nursery. 
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The hourly amount of nursing care given each baby 
was calculated and these figures were plotted against - 
the amount of crying in the same hours. This is shown 
in Figure VI, The spacing of the “pillars” of nursing 
care which indicate feeding times is now nearly equal, 
an improvement over the graph for the study in 1944, 
in which it was quite unequal. However, the reciprocal 
relationship between crying and nursing care is still 
evident. 

By comparing this graph (Figure VI) with that of 
our study in 1944, one is immediately impressed by the 
increase in the total amount of nursing care. By actual 
calculation, we found that each baby in the nursery 
this year received 5.5 hours of care each day. This is 73 
minutes more than the daily nursing care given each 
baby in 1944. 

However, thus far in our calculations, nursing care 
has included the amount of time spent by the babies in 
their mothers’ rooms, so that this 5.5 hours of nursing 
care was not entirely given by the student and graduate 
nurses; much of it was provided by mothers. In order 
to calculate the actual amount of professional care 
given to babies, it was necessary to find out the time 
spent by each baby in his mother’s room. Study of this 
factor revealed that the mother alone cared for the 
baby for 3.6 hours daily. Subtracting this 3.6 hours 
from 5.5 hours, we found that 1.9 hours each day was 
devoted to each baby by the personnel. Similar calcula- 
tions reveal that in the 1944 study 0.7 hour each day 
was devoted to each baby by the nurses. When only 
o.7 hour nursing care daily was given to each baby, 
the average infant cried 113.2 minutes per day. With an 
increase to 1.9 hours of care the crying time dropped to 
55 minutes. 

It may be of interest to know that during the 1945 
study we had available 79.3 hours of nursing each day 
exclusive of that provided by the supervisor and nurses 
in the milk laboratory. It is easy to calculate from this 
that the actual amount of time spent by the nurses with 
the babies each day was 43.9 per cent of the available 
time. Also, one may ask how many times the nurse 
picks up the baby each day. Our data show that this 
was 15 times. Of these, 89.8 per cent took longer than 
three minutes. Hence, we know that when the nurse 
picks up a baby for any purpose, it can be expected to 
take her longer than three minutes. 


COMMENT 

By making changes in the nursing and floor routine, 
adding more nurses, and individualizing the care, 
crying in the neonatal period was reduced 51.3 per cent 
and we estimate that as a result of this study more 
changes in the nursing routine may come which can 
further improve the babies’ comfort during the hospital 
stay. eb ocail 

It was found in a previous study that barometric 
pressure might possibly have some effect on the amount 
of crying, but since the barometric pressure was con- 
sistently higher during the study this year than last 
year and since we had a decrease in the amount of 
crying in the 1945 study, this factor cannot have been 
of any great significance. 

Hunger and unknown reasons remain the most im- 
portant causes for crying. It is apparent from the in- 
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creased percentage of the crying for hunger that this 
factor must be treated appropriately by feeding the 
baby when he shows the need for food. Such treatment 
will require modifications of nursery routine in :nost 
institutions. However, it will still be possible, by pa\ ing 
more attention to the cry, to reduce the amount due to 
unknown reasons. This will mean more individualiza- 
tion in the care of each baby. 

The actual amount of daily nursing care was 1.9 
hours for each baby this year as compared with the 
meager 0.7 hour last year. Considering the helpless 
condition of a newly born baby, we feel that increasing 
the amount of the effective nursing care available to 
these infants is justified. We seem to be approaching 
the optimum, but still further changes will decrease 
the crying. 

SUMMARY AND CONCLUSIONS 

The subject of neonatal crying was investigated by 
workers in the Rochester Child Health Project during 
1944 and 1945. Four separate reports were made on 
(1) the community phase of crying in the neonatal 
nursery, (2) the individual phase of crying in the neo- 
natal nursery, (3) crying in the babies’ homes im- 
mediately after their dismissal from the hospital and 
(4) a repeat observation in the nursery with the help 
of additional nurses. 

This paper is a resume of all four reports and the 
following conclusions were drawn: 

1. In the neonatal nursery, crying appears in recip- 
rocal relation to the nursing care. 

2. Neonatal crying does not appear to be contagious 
from one baby to another. 

3. Lack of synchrony between pediatric and obstet- 
ric routine was responsible for some crying peaks. 

4. The babies varied greatly in the amount of their 
crying. 

5. While hunger appeared to be an important factor 
as a cause of crying, it did not predominate and was 
almost equalled by unknown reasons. 

6. Prolonged crying spells were much less frequent 
in the homes than in the hospital nursery. 

7. In the followup observation with an increase of 
actual professional nursing care of from o.7 hour per 
day per baby to 1.9 hours per day per baby, the average 
number of minutes of crying daily per baby was re- 
duced from 113.2 to 55 minutes, a decrease of 51 per 
cent. 

8. It is possible, by individualizing the care of newly 
born babies and adjusting nursery and obstetrical floor 
routines, to make a decided reduction in the amount 
of crying indulged in. 
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PERSONNEL Organization No Substitute 
Jor Good Personnel RELATIONS 


ANY AN INSTITUTION with a 
M fine facade of personnel or- 
ganization — personnel director, 
staff, multitudinous personnel rec- 
ords, aptitude tests—reveals upon 
close inspection a lack of good per- 
sonnel relations. Without the sec- 
ond, the first is mere window dress- 
ing—and confusion of promise with 
fulfillment is peculiarly prevalent 
in the realm of personnel manage- 
ment. 

Where good personnel relations 
exist there is a flexibility and 
spring to an organization that per- 
mits it to take emergencies in 
stride; that makes it vital and alive 
and growing with the times. There 
people are enthusiastic about their 
jobs. They have a “we” attitude 
that identifies them with the larg- 
er purpose of the organization. Dis- 
cipline is spontaneous. Employees 
are cordial to each other, to pa- 
tients, to the public. Efficiency can 
be maintained only with good per- 
sonnel relations. 

Responsibility cannot be si- 
phoned off to a functional depart- 
ment. Good personnel relations are 
everybody’s job. The idea must be 
kept to the fore that a business or 
service institution really is not an 
organization, but an organism. It is 
an articulated whole, composed of 
individual living cells (human 
beings), each with varying plans, 
wills, ambitions, and, above all, 
emotions of their own. 

Direct responsibility actually 
lies with management. This in- 
cludes all executives down to those 
in direct charge of work—the sup- 
ervisors and department heads. If 
their attitudes and actions are 
right, the effect upon the rank and 
file immediately will be apparent. 
To have the backing of top man- 
agement is ideal, but where, un- 
fortunately, they feel top manage- 
ment is derelict in this respect they 
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should make the desire for good 
personnel relations an element of 
their own personal philosophy, 
quite apart from their capacity as 
representatives of their particular 
institution. 

Recognition of the concept of 
organism rather than organization 
will explain why a business or in- 
stitution often can display a vir- 
ility and momentum that makes it 
carry on regardless of turmoil and 
blundering at the top. Individuals 
tend to carry on of their own ac- 
cord to the best of their ability. 

This is an extremely fortunate 
characteristic of our competitive 
society, for without it, management 
would find it almost impossible to 
make changes in policy and execu- 
tion while the routine activities 
beneath go on. Every change in top 
command would mean that the 
whole enterprise would come to a 
grinding halt. Thus, the healthiest 
business or institution is one where 
the individual units have the great- 
est individual momentum in the 
right direction. In short, it is where 
personnel relations are optimum. 

I referred to wills and. emotions. 
Underscore that. It explains the 
whole concept of organism vs. or- 
ganization. Human units involved 
in group effort do not follow rigid- 
ly fixed laws of science. Wills are 
often capricious and the emotions 
illogical. It is for this reason there 
must be so much talk and confu- 
sion about dealing with employees 
(conferences, headlines, _ strikes, 
compromises) compared with the 
relative precision of the engineer’s 
handbook and the laboratory tech- 
nician’s manual. 

Are there, then, any specific laws 
or rules in dealing with a group 
organism? There are. They are 





common sense generalizations. 
Basic ideas are suggested to assist 
a supervisor or executive in im- 
plementing the general policy of 
“good personnel relations are 
everybody’s job.” It will be con- 
venient to consider relations with 
employees in a sort of chronolog- 
ical order, beginning with induc- 
tion and ending with separation. 

Consider a new employee com- 
ing into a department. Is he or she 
made to feel at home? Is he in- 
troduced to others, or left to make 
his own contacts? Where depart- 
ments are large, it is often advanta- 
geous to assign a new employee to 
some special person, who can make 
the necessary introductions, tell 
him about lockers, washrooms, 
towels, ringing in and out and the 
like. 

If the institution has an em- 
ployee manual or other literature 
about the organization, the new 
employee should receive it as soon 
as possible, along with enough of a 
“sales talk’ to make him want to 
read it. Whether there is special 
literature available, it is well to 
have a chat with him about the 
organization, its purposes and 
ideals. This is highly important, 
and should not be deferred beyond 
the second day. Such a talk will help 
to get his perspective right, and to 
make him see his daily endeavors 
in relation to the work of the whole 
enterprise. 

If the work of the department is 
in any way hazardous, or if the 
employee’s work is likely to bring 
him to hazardous departments, a 
discussion of safety precautions 
should have an early place in the 
induction routine. If the organiza- 
tion does not provide a safety 
manual, the personnel director may 
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want to develop lists of precautions 
on his own, to pass to all employees 
reporting. 

The achievements of government 
and industry with respect to train- 
ing during the war showed what can 
be done with “green” employees 
when training is organized along 
rational lines. Many of us have had 
direct contact with the govern- 
ment’s ‘Training-Within-Industry 
program, and will recall its em- 
phasis upon putting the new em- 
ployee at ease. The newcomer may 
well be “jittery”, a condition sure- 
ly not conducive to ready learning 
of new techniques. He should be 
led into the instruction by being 
given sufficient background about 
the “why” of the specific assign- 
ment, always permitting ample 
time for any questions. 


Emphasis on Repetition 


In connection with job training, 
it’s well to remember the formula 
of the old colored preacher down 
South—‘‘First I tells ’em what I’m 
gonna tell ‘em’, he said. “Then I 
tells em. And then I tells ’em what 
I done told ’em”’! 


Some training points to be kept in 
mind by everyone with supervisory 
responsibilities: Are similar jobs 
being taught uniformly? Are check 
sheets and job breakdowns used in 
instruction? Are these helps being 
used properly by the learners them- 
selves? Is there proper follow-up 
of the learner’s progress? And—ex- 
tremely important!—is a judicious 
word of praise dropped once and 
again, as a new employee shows 
progress? 


The most important area where 
good personnel relations come in- 
to play is in day-to-day “living to- 
gether” with other people in the 
department, and with the employ- 
ees and executives of other depart- 
ments. Several common sense ideas 
are worth mentioning in this con- 
nection. 


The effect of friction in human 
relationships upon efficiency is iden- 
tical with that of friction in a 
machine. It not only causes an im- 
mediate loss of output, but also 
results in wearing out at the point 
of greatest pressure. It is import- 
ant to keep alert to evidence of 
friction. True, employees cannot 
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be humored for their every whim, 
but where personalities do obvious- 
ly conflict it is often possible to 
make certain transfers without 
setting dangerous precedents or 
interfering with efficiency. Where 
such transfers are not possibie, it 
is best to bring the “‘frictioneers”’ 
together after hours for a frank 
airing of the difficulties. 


Reams have been written on the 
subject of handling grievances and 
millions of decibels spoken. People 
with an instinct for supervision are 
able to handle grievances without 
a painful spelling out of tech- 
niques. Others must acquire the 
knack. As with friction, the main 
thing is to catch the problem early, 
curing an irritation before it de- 
velops into a cancer. 


One very successful factory man- 
ager uses this technique: “When a 
guy comes in to see me with a 
beef,” he said, “I make it my first 
point to hear him through. Half 
the battle’s won when I give him a 
chance to get it off his chest. ‘Then 
I say to him, ‘Mike, if everything 
you say is as you tell me, I'd holler 
too. I'll look into this right away 
and come back at you when I've got 
some more facts.’ Note, I say ‘as 
you tell me,” because the crux of 
the matter usually is that some- 
where along the line his idea of 
what management or his boss or 
somebody else did or said is off the 
beam. But the main point is that 
I let him tell his story, and send 
him away knowing it’s being 
looked into. If I can end the in- 
terview on a light note, so that I 
send him away smiling, so much 
the better, Naturally, the im- 
portant thing then is proper fol- 
lowup—I’ve got to live up to my 
word about looking into the mat- 
ter.” 

One elementary principle that 
should always be kept in mind with 
respect to grievances is that a full 
opportunity must first be given for 
the affair to be handled through 
the proper organization channels. 
Thus, when an employee comes 
with a complaint, the first question 
should always be something like, 
“Have you taken this up with your 
supervisor?” Only then is it proper 
to look into the matter, and with 
no detriment to the employee him- 
self. One of the most important in- 


gredients of good personnel rela- 
tions is the right of appeal. 

Webster defines discipline in 
part as “the quality or state of 
orderliness gained through  self- 
control; orderly conduct; as, troops 
noted for their discipline”. Where 
good personnel relations exist, the 
self-control aspect of discipline is 
predominant as evidenced by em- 
ployees wanting to do work as in- 
dividuals and wanting to think and 
act consistently with good _per- 
formance from the entire group. 

For best results discipline must 
be spontaneous. It must receive its 
strength from the bottom up, 
rather than being imposed from the 
top down. Where such discipline 
is lacking, the negative results soon 
become painfully manifest. Em- 
ployees are not prompt in com- 
plying with requests and instruc- 
tions; they show lack of respect for 
superiors; there is widespread flout- 
ing of company rules. 


Encourage Participation 


One stimulant of spontaneous 
discipline is an attitude of manage- 
ment that looks toward at least a 
partial participation by employees 
in the shaping of broad labor 
policies. Under such management, 
employee opinions and _ reactions 
are sought, policies are explained 
properly, and where a policy that 
may have looked feasible in the 
front office fails to work out prac- 
tically, suggestions for modifica- 
tions are welcomed. 

It is said of Henry Ford that, in 
conferences with his staff, he often 
said, “Go ahead. I’ll sit here and 
represent the public’. More and 
more managements should have 
someone who sits in at councils 
and says, “Go ahead, I'll sit here 
and represent the employees”. 

It may not of course, be possible 
to bring much influence to bear 
upon top management. But there 
are many ways in which to give 
effect to the type of philosophy re- 
ferred to here. It is important to 
keep open the lines of two-way 
communication between employees 
and management. Care should be 
taken to explain management de- 
cisions and policies, especially new 
rulings affecting personnel. Sug- 
gestions should be encouraged. 
Higher authorities should review 
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questions department heads are 
not in a position to answer. The 
personnel director should have the 
courage of his convictions in repre- 
senting the employees when some- 
thing is done that runs counter to 
his best judgment. Such courage 
pays out in the long run, because it 
wins respect from superiors. 

Another requisite for spontane- 
ous discipline is proper telling. 
There are three important parts 
to proper telling. The first is tell- 
ing enough, already alluded to 
above. This is vital in all day-to-day 
requests and instructions, as well as 
in interpreting broad policies. It 
never hurts and always helps to 
take a little time out for the why 
of things. 

The second part of proper tell- 
ing is to transmit orders and re- 
quests, wherever possible, in a way 
that brings out the benefits that 
will accrue to employees if they 
comply. As one executive remarked, 
in discussing some of his recent 
labor troubles, “Our mistake was to 
present objectives as good things 
to do, rather than to show our em- 
ployees why it was good business 
to do them”. 


Avoid Antagonism 


The third and perhaps the most 
important part of proper telling 
is telling without antagonizing. 
Too many of us are guilty of 
couching orders and requests in 
terms that, analyzed with the work- 
ers’ probable reaction in mind, 
seem almost to have been framed 
with the definite purpose of arous- 
ing ire rather than winning com- 
pliance. 

For example: “Notice—Any one 
who marks these walls will be dis- 
charged immediately and prosecut- 
ed to the fullest extent of the law.” 
“Good words” are just as useful 
in this connection as they are in 
advertising copy, or in letter writ- 
ing. As one example, a personnel 
administrator found that the term 
“merit rating” used for periodic 
analyses of individual performance 
smacked of criticism and aroused 
resentinent. He changed the name 
to “Personnel Development Rec- 
ords’’, 

Another: President Max W. 
Babb changed the title of his com- 
pany’s employee manual froin 
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“Rules and Regulations” to “Your 
Work with Allis-Chakmers,”’ be- 
cause, he said, “The title left in 
my mind something of the flavor of 
institutional discipline”. 

Proper telling is an accomplish- 
ment which the successful super- 
visor and executive must draw upon 
every day, and countless times in 
each day. Employees often must be 
told about mistakes—never a pleas- 
ant procedure—and cautioned 
against repeating them. This must 
be done impersonally and sym- 
pathetically; the wise executive 
never reprimands anyone in the 
presence of a third person, and 
never criticises a supervisor or 
other executive in front of those re- 
porting to him or her—it’s bad 
enough to do it in the presence of 
persons of equal rank. Nor does 
he go over anyone’s head—if writ- 
ing a memorandum to Mr. Doe ona 
matter that is also appropriately 
the concern of Mr. Roe, he sends 
a carbon to the latter. The list 
about telling could be extended to 
fill a big and useful book. 


Most supervisors and: executives 
have only a limited voice in the 
matter of wages and salaries of 
those reporting to them. They 
usually must work within well- 
defined ranges for the job under 
them. There are certain respon- 
sibilities, however, that one should 
be very careful to assume. If the 
organization has no formal system 
of merit rating or other review of 
individual performance and _pro- 


gress, one should organize such a 
program for the department. It is 
wise to discuss an employee’s job 
once or twice a year with him, re- 
viewing his work in relation to 
that of the department. 

Taking the initiative in recom- 

mending increases where appropri- 
ate pays—the employee should not 
have to fret and squirm and screw 
up courage to talk about pay. 
There usually comes a time when 
an employee has reached the limit 
of what his particular job can pay. 
He should be made aware of that. 
In the early years on a job, raises 
can be put through with fair regu- 
larity, if deserved. Later, further 
increases can come only by making 
the job bigger, or by going on to 
a bigger job. Things like that can 
be discussed fairly with profit to all 
concerned. 
_ Most important of all is keeping 
compensation for similar jobs and 
for similar experience and _per- 
formance on those jobs in line with 
each other. Time and time again 
it has been proved that employees 
are actually more concerned about 
differentials in pay for like work 
than they are in total pay, where 
the latter is at all reasonable; man- 
agement has no excuse for inexpli- 
cable differentials. 


A Delicate Problem 


Terminations of employment 
will often cause ticklish personnel 
problems, since the parting of the 
ways is rarely pleasant, whether the 
employee leaves of his own accord 
or by management request. 

Where employees quit, a talk 
with them should be arranged, 
even if a functional personnel de- 
partment conducts so-called “exit 
interviews.” Finding out some of 
the underlying causes of discontent 
will help in the future. Where com- 
pany policy is involved, an appro- 
priate report should be made. 

When it is necessary to dismiss 
an employee, the right kind of 
telling is doubly important. Here 
the objective is to be as helpful to 
the dismissee as possible; for ex- 
ample, by relating how certain 
characteristics which made it im- 
possible for the relationship to con- 
tinue in that instance can be cor- 
rected, with beneficial results to the 
employee on his next job. 
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Blue Cross News 


Pacific Coast Conference Emphasizes 
PUBLIC EDUCATION 


BTAINING and retaining of mem- 
bers, public education and 
hospital relations were the topics 
highlighting the Pacific Coast re- 
gional conference of Blue Cross 
plan executives and supervisors at 
the Claremont Hotel, Berkeley, 
Calif, February 25 and 26. Blue 
Cross personnel from Oregon, 
Washington, California, Utah, and 
Colorado plans attended. 
Necessity for a flexible approach 
in dealing with various groups was 
stressed by speakers, labor organiza- 
tions, rural residents, employers, 
and communities—each requiring a 
different perspective. The desirabil- 
ity of separating enrollment and 
subscriber service activities also was 
emphasized. 
The critical importance of pub- 


lic relations in educating the gen- 
eral public to the significance of 
Blue Cross was brought out by those 
on the public education panel. Lack 
of realization of what Blue Cross 
can offer was termed a factor favor- 
ing passage of compulsory federal 
health legislation. Use of publicity, 
advertising, and employee morale 
stimulants were listed as key points 
in a coordinated public education 
program. 

Knowledge of hospital problems, 
procedures and key personnel was 
urged as a means of better serving 
both Blue Cross and participating 
hospitals. The value of mutual aid 
was pointed out, with specific ex- 
amples of its efficacy. 

The meeting formalized itself by 
adopting the name “Pacific Slope 





Officers of Pacific Slope Conference 


LEADERS from Blue Cross plans in Oregon, Washington, California, Utah, and 
Colorado elected the above plan officials to direct the activities of the new 
Pacific Slope Blue Cross conference. J. Philo Nelson, center, of Oakland Blue 
Cross, is president. Charles Abbott, left, of Los Angeles Blue Cross, is secretary, 
and Frank F. Dickson of the Oregon plan is treasurer. 
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Blue Cross Conference” and clect- 
ing J. Philo Nelson, director, Oak. 
land, Calif., Blue Cross, as_presi- 
dent; Charles Abbott, assistant 
director, Los Angeles Blue Cross, 
secretary; and Frank F. Dickson, 
director, Oregon Blue Cross, treas- 
urer. The group’s next meeting will 
be held in Victoria, B. C. the latter 
part of August, 1946. 


Farm Families Increase 


Hospital Plan Enrollment 


Farm women throughout the na- 
tion are acutely aware of the health 
needs of their families, Mrs. Paul 
Palmer, national secretary of the 
Associated Women of the American 
Farm Bureau Federation, said in a 
statement issued in connection with 
national observance of Blue Cross 
Day. 

Commenting on the increasing 
enrollment of farm families in Blue 
Cross plans, Mrs. Palmer said, “A 
report at the recent national meet- 
ing of the Farm Bureau showed that 
farm families are joining Blue Cross 
through their county Farm Bureau 
units in 26 states. Missouri, where 
53 county units have an enrollment 
of 12,000 farmers protecting some 
27,000 individuals, Minnesota and 
Iowa seem to be leading the way.” 

Mrs. Palmer urged farm groups 
in areas not yet served by Blue Cross 
to push for this service for their 
members. “Most plans still are 
based on group enrollment,” she 
said, “and farm organizations have 
an obligation to provide the group 
medium through which their mem- 
bers can get hospitalization bene- 
Me...” 

Discussing the need for addi- 
tional hospitals in rural areas, the 
Farm Bureau Federation leader 
pointed out that in Missouri the 
Farm Bureau has led the drive for 
legislation permitting counties to 
work together in building and op- 
erating hospitals. 

“The law ‘now permits building 
county hospitals to care for the rest- 
dents of only one county. Erection 
of joint county hospitals in Amert- 
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Case Histories 


@ The Portagraph G 10-2 photo-copier reproduces anything written, 





The easiest and the surest way to avoid errors when 
doctors, lawyers, insurance companies and others re- 
quire copies of case histories is to produce them by 
photography—with inexpensive Portagraph doing 
the job in a jiffy! 

Portagraph is the ideal safeguard as well as a valu- 


printed or drawn in full size up to 942” x 15”. 


able time-saver in this phase of hospital administra- 
tion. It eliminates the error hazard always present 
when the transcribing is done manually. No “mis- 
take” can occur with Portagraph—every word, figure 
and graph line is reproduced with photographic accu- 
racy. Anyone in the office can easily make Portagraph 
copies,—so easy, so fast that manual copying hours 
are reduced to photo-copying minutes! 

Remember—the responsibility for accuracy rests 
with the hospital. Remember—Portagraph frees you 
from uncertainty! 

The uses and economy of photography in hospital 
administration are helpfully discussed in Manage- 
ment Controller No. 706. This study is now being 
lent to interested hospital officials from our Research 
Data File. Ask our nearest Branch Office for a copy. 


PHOTOGRAPHIC RECORDS DIVISION 


Room 1616, 315 Fourth Ave., New York 10, N. Y. 
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ica’s rural areas would help end the 
shortage of facilities so many farm 


communities face today,” she con-— 


cluded. 


In a discussion of the main ‘prob- 
lems of rural health services and 
what can be done about them the 
Department of Agriculture’s Inter- 
bureau Committee on Postwar Pro- 
grams states that farm people are 
unanimous in their desire for more 
hospitals and easier ways of paying 
their health bills. 


Time Magazine Honors 
Blue Cross Achievement 


Further recognition of the part 
played by Blue Cross in the na- 
tional health scene is evidenced 
by a two-column article in the 
March 11 issue of Time, which re- 
fers to Blue Cross as “the fastest- 
growing experiment in United 
States social medicine.”’ An account 
of Blue Cross rapid development 
and achievements is concluded, “All 
that can seemingly stop Blue Cross 
from snowballing still more is state- 
controlled medicine.” 


Charles Atias Enrolls 
37 Staff Members 


Charles Atlas, often referred to 
as the “mail-order muscle-builder,” 
has enrolled his staff of 37 in Asso- 
ciated Hospital Service of New York 
and is paying the entire cost him- 
self. In adopting Blue Cross for his 
staff Mr. Atlas said, “During the 
war when jobs were easy to get and 
most girls got independent, my girls 
stuck with me. And we thought that 
giving them Blue Cross was about 
the nicest thing we could do for 
them.” 


Released From Service, 
Resumes Work in Chicago 


After three and one-half years in 
the army, John H. Begley recently 
resumed his work with Blue Cross, 
as assistant director in charge of 
public relations and publicity with 
Plan for Hospital Care, Chicago. 

From 1939 to June 1942, Mr. Beg- 
ley also worked as an assistant to 
John R. Mannix, now executive di- 
rector of Chicago’s plan, who was 
at that time executive head of Mich- 
igan Hospital Service. 
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Blue Cross Continues to Expand 


Medical plan expansion in recent 
months has expressed itself in the 
development of additional plans in 
a number of areas, in increased en- 
rollment in already existing plans 
and a more widespread participa- 
tion in reciprocity agreements. 

The North Dakota Blue Cross 
plan is the administrator of a 
surgical program made available 
March 4 to.its membership. Sur- 
gical bills, obstetrics and fracture 
care are provided for up to 21 days 
while the subscriber is hospitalized. 
Service benefits are available to all 
subscribers regardless of income. 

There is, however, a limit of $150 
benefit allowed to any member dur- 
ing each contract year for a series 
of medically related surgical opera- 
tions. The plan was started with the 
unanimous approval of the Cass 
County Medical Society, which is 
made up of doctors of Fargo and 
its surrounding rural area. Policy 
is determined by a board of direc- 
tors consisting of nine participating 
physicians. 

Rhode Island Blue Cross, which 
recently became the first statewide 
plan to enroll half its eligible pop- 
ulation, has announced the organ- 
ization of a surgical plan which will 
be first offered to its subscribers this 
spring or early summer. The plan 
will operate within the existing 
Blue Cross corporation, with the 
medical profession represented in 
the proportion of one doctor to 


each four directors. Protection is for _ 


surgery and obstetrics in or out of 
the hospital. Provisions for protec- 
tion against medical costs are ex- 
pected to be added after the plan 
gains experience. 

Plans for the prepayment of med- 
ical costs are in the organizational 
stage in Montana and the Albany, 
N. Y., area. A nonprofit medical 
plan known as Montana Physicians 
Service was set up recently at a spe- 
cial meeting of Montana State Med- 
ical Association delegates in. Butte. 
It would be administered in cooper- 
ation with Hospital Service Associa- 
tion of Montana, the Blue Cross 
plan for the State. 

Associated Hospital Service of 





Capital District, the Blue Cross 
plan with headquarters in Albany, 
will administer a program for the 
prepayment of medical expeises 
which has been incorporated under 
the name of Northeastern New 
York Medical Service, Inc. Tenta- 
tive provisions grant subscribers 
payment of medical expenses while 
hospitalized, but the plan may also 
include medical care for specified in- 
juries which do not require hos- 
pitalization. 

Officers and directors have been 
named for a similar companion 
service to Florida Blue Cross. Ad- 
ministration of the new organiza- 
tion is expected to be separate from 
that of the Blue Cross plan. 


Effective March 1, the benefits of 
Surgical Care, the surgical-medical 
plan sponsored by the Medical So- 
ciety of Milwaukee county and in 
the past available only in that coun- 
ty, began joint enrollment activi- 
ties throughout the state. Blue Cross 
is now handling enrollment and 
billing for both its prepayment hos- 
pitalization services and those of the 
medical surgical plan. Each group, 
however, is continuing as an inde- 
pendent plan, with administration 
in the hands of the respective or- 
ganizations. 


In coordination with the new 
combined program, Surgical Care 
has announced the addition of pay- 
ment of doctor bills incurred for 
any illness treated in a hospital. A 
member whose income is not more 
than $2,000 a year if single, or 
$3,600 if married, is entitled to 10 
days of medical care a year without 
charge, if he pays the doctor for the 
first three days of treatment. Doc- 
tors may make additional charges to 
members in higher income brackets. 

The 31 medical and _ surgical 
plans already operating in coordi- 
nation with Blue Cross have a mem- 
bership totalling 2,277,874, as of the 
first of the year. Michigan Medical 
Service with 858,235 members con- 
tinues to be the largest plan. Massa- 
chusettes Medical Service which 
gained approximately 146,075 mem- 
bers to reach 221,845, experienced 
the largest enrollment growth in 
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FOAMEX MATTRESS 


See how the Foamex mattress cross-sectioned 
above shapes itself to the patient—instead of 
pushing the patient out of shape! Watch how 
the same Foamex mattress helps the hospital 
budget get in better shape than ever before! 

Foamex helps patients get better faster— 
by cutting bed-fatigue way down. It floats the 
patient's muscles on a foamy cradle-cloud of 
millions of tiny air-and-latex cushions . . . all 
soft, all wonderfully buoyant —and all refresh- 
ingly air-cooled, hygienically air-cleaned because 
they actually breathe! This magic, air-bubbly 
material stays damp-proof, odor-proof froi sur- 
face to surface. No wonder it helps speed 
patients back to better health. . . . 


*TRADE MARK 


LISTEN TO THE VOICE OF FIRESTONE MONDAY EVENINGS OVER NBC 


Foamex helps the hespital bookkeeper feel 
better too—by cutting upkeep cost to virtually 
zero! Foamex eliminates “making-over” mattresses 
because it’s sag-proof and lump-proof. Everything 
under the ticking is one feather-light, welded- 
together material — with no metal to twist out of 
shape, no stuffing to lump or bulge. Years more 
“brand-new” service —as proved in leading hos- 
pitals all over America. Now, electronic process- 
ing gives Foamex still greater durability. 

Now, Foamex is “honorably discharged” from 
its important war duties . . . is getting ready to 
cradle your patients in luxurious comfort and 
help support the whole hospital better. Write to 
Firestone, Akron, Ohio for complete details. 
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N offering you the Armstrong X-4 

Portable Baby Incubator we stand 
firmly on the principle that we must 
provide a SAFE Baby Incubator, a 
LOW COST Baby Incubator and a 
SIMPLE Baby Incubator. That we 
have succeeded is evidenced by the 
fact that in less than a year, close to 


The Armstrong X-4 Baby 
Incubator is the only Baby In- 
cubator tested and approved 
by Underwriters’ Labora- 
tories for use with oxygen. 


. Low cost 

. Underwriter approved 

. Simple to operate 

Only 1 control dial 
Safe, low-cost, heat 

. Easy.to clean 

Quiet and easy to move 
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. Fireproof construction 

. Excellent oxygen tent 

. Welded steel construction 
. 3-ply safety glass 

. Full length view of baby 


. Simple outside oxygen 
connection 


15. Night light over control 
16. Both F. and C. thermometer 
scales 
17. Safe locking ventilator 
18. Low operating cost 
19. Automatic control 
20. No special service parts 
21. Safety locked top lid 
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a hundred voluntary repeat orders 
have been received. It is now in use 
in 46 States as well as in Canada and 
Latin America. More and more it is 
being used, not only for the pre- 
mature baby, but for any debilitated 
or under weight term baby. We 
sincerely believe you will like it. 


If you will write us we will gladly mail you a descriptive bulletin. No sales- 





. Ball-bearing, soft rubber casters 
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man will call on you for the Armstrong Incubator must be fine enough and low T 

enough in cost to sell itself. We believe wise supervision will appreciate this. re 
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Exclusive Manufacturers and Sole Distributor in the United States 3 

THE GORDON ARMSTRONG COMPANY d 
Division LL-1 ¢ Bulkley Building ¢ Cleveland 15, Ohio : 

Distributed in Canada by INGRAM & BELL, LTD. » TORONTO » MONTREAL + WINNIPEG * CALGARY * VANCOUVER 4 





Distributed in Latin America by GENERAL ELECTRIC MEDICAL PRODUCTS CO. - CHICAGO 3, ILLINOIS 
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“Reporting from’ Washin eton 


House Hearings on S. 191 Develop 
LITTLE OPPOSITION 


EARINGS on S. 191 were com- 
H pleted without serious opposi- 
tion March 13 by the Public Health 
Subcommittee of the House Com- 
mittee on Interstate and Foreign 
Commerce. J. Percy Priest, Nash- 
ville, Tenn., chairman of the sub- 
committee, introduced H.R. 5628 
on February 28, a bill which is 
identical with S. 191, except for the 
amendments largely as suggested by 
Senator Murray on the floor of the 
Senate (Hospirats, January 1946, 
p. 84). 

Recommendations of the sub- 
committee will go to the full com- 
mittee on Interstate and Foreign 
Commerce which has a membership 
of 28 representatives under the 
chairmanship of Clarence F. Lea of 
California. The bill, if favorably re- 
ported out by the full committee 
will go to the floor of the House. If 
it is not passed in the form enacted 
by the Senate the differences in the 
two measures will have to be re- 
solved by a conference committee 
of the two bodies. 

Dr. Donald C. Smelzer, Associa- 
tion representative, testified March 
7 recommending passage without 
amendment by the House of S. 191 
as it was enacted by the Senate. Dr. 
Smelzer followed Surgeon General 
Thomas Parran who confirmed 
recommendations in his testimony 
before the Senate. Dr. Parran also 
introduced a letter dated January 
31 from President Truman _ ad- 
dressed to Chairman Lea. 

The President stated, “As you 
may know, my message to the Con- 
§réss concerning a national health 
program recommended a system of 
federa| grants for the construction 
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of hospitals and related facilities. 
S. 191, passed by the Senate and 
now pending before your commit- 
tee, translates into legislation many 
of the objectives I had in mind in 
announcing the construction aspects 
of my health program.” 

Continuing, the President urged 
amendment of “two particularly 
objectionable administrative pro- 
visions.” First, he objects to the 
authority granted the hospital 
council and recommends that it be 
an advisory body rather than hav- 
ing approval or veto power over 
certain administrative functions of 
the surgeon general. Second, Presi- 
dent Truman objects to a court 
review provision in the bill as 
passed by the Senate, fearing that 
court review of administrative 
activities is contrary to wise govern- 
mental organizational planning. 

The Rev. Alphonse Schwitalla, as 
third witness, supported the testi- 
mony of Dr. Smelzer, but raised the 
question of the need for appeal to 
the federal level from arbitrary 
action by a state agency which 
might, on such a basis, disapprove 
the application of an individual 
hospital without the applicant 
having an opportunity to have that 
decision reviewed at the federal 
level. 


Others appearing at later dates 
included E. I. Erickson, president 
of the American Protestant Hos- 
pital Association, two representa- 
tives of the American Medical As- 
sociation, Dr. Victor Johnson and 
Dr. R. L. Sensenich, and representa- 





tives of the American Public Health 
association and farm and_ labor 
groups. 


Price Control 


No change has been made in the 
OPA price control orders regulat- 
ing hospital rates and charges, it 
has been reestablished in response 
to numerous inquiries. Hospitals 
are advised that the Supplementary 
Regulation No. 11, of General Max- 
imum Price Rulings, Amendment 
No. 1, is in effect. 

As reported in Washington 
Bureau Bulletin No. 8, June 15, 
1943, “There are a number of serv- 
ices not covered by the General 
Maximum Price Regulation which 
are not listed in this amendment. 
This is because such services are 
clearly excluded from the General 
Maximum Price Regulation by the 
definition of the term ‘service’, since 
they are not rendered in connection 
with a commodity. Such services 
include those rendered by ambu- 
lances, athletic and health clubs, 
barber shops, bath and masseur 
establishments, beauty operators, 
and beauticians, chiropractors, 
dentists, hospitals, medical clinics, 
midwives, nurses, osteopaths, phys- 
iclans and surgeons, recreation 
clubs and camps, reducing salons 
and sanatoria.”’ 


Physically Handicapped 

A bill to establish a federal com- 
mission for the physically handi- 
capped has been introduced by Mr. 
Sparkman as H.R. 5206 and re- 
ferred to the committee on labor. 
It would require extension of em- 
ployment opportunities to persons 
handicapped by physical disability 
and retaining of a fixed percentage 
of this classification. 

Providing medical, surgical and 
therapeutic treatments would be a 
function of the commission. Furth- 
er it would provide prosthetic or 
orthopedic appliances, hearing aids, 
eyeglasses and other devices which 
would enable physically handi- 
capped to become sufficiently pro- 


89 

















ficient physically to be able to earn 
their own living, wholly or in part. 

All employers having employ- 
ment of 10 or more individuals 
would be affected if legislation is 
carried out. Standard percentages 
ranging from 1 to 2 per cent would 
be established by the commission. 

Appropriation of $2,000,000 for 
the fiscal year 1947 and $1,000,000 
for each year following is requested. 
These funds would be used for 
grants to local, nonprofit groups 
organized with the objective of 
providing means of teaching and 
training physically handicapped 
persons whose disabilities confine 
them. to their homes or beds. 


Other Legislation 


Three Senate bills introduced 
recently indicate possible govern- 
ment action in combating cancer 
and poliomyelitis. S. 1875 would 
authorize and request the President 
to undertake to mobilize at some 
convenient place in the United 
States an adequate number of the 
world’s authorities and coordinate 
and utilize their services in a 
supreme endeavor to _ discover 
means .of curing and preventing 
cancer. S. 1883 would authorize the 
appropriation of $3,750,000,000 for 
study of the disease. A like appro- 
priation for infantile paralysis is 
suggested in S. 1888. 


Veterans’ Care 


Unprecedented demands upon 
hospital facilities for future veter- 
ans’ care were predicted in an ad- 
dress by the Veterans Administra- 
tion’s chief medical director, Dr. 
Paul R. Hawley, before the New 
England Hospital Assembly at Bos- 
ton March 11. He expressed opin- 
ion that an excess of-25,000 patients 
must be cared for in private, state 
and federal hospitals not under the 
Veterans’ Administration. Dr. Haw- 
ley’s predictions were based on an 
estimate of a 20 millon veteran load 
at official termination of the war. 

“With 82,800 cases now in hospi- 
tals and 24,700 awaiting admission 
to veterans’ hospitals,” Dr. Hawley 
observed, “we have a total potential 
load today of 107,600 patients in a 
veteran population of 14,600,000. 
This means that, at the conclusion 
of World War II, we shall need 
150,000 hospital beds to care for all 
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veterans applying for hospitaliza- 
tion. The Veterans’ Administra- 
tion’s present building program 
contemplates 125,000 beds which 
means that the excess of 25,000 
must be cared for elsewhere.” 

The Veterans Administration is 
now caring for a total of 82,800 pa- 
tients in hospitals. Of these, 74,000 
are in veterans hospitals, and 8,800 
in other hospitals, in addition to 
approximately 13,000 veterans in 
domiciliary homes. This is a total 
load of approximately 95,000 vet- 
erans. 

The burden on private hospitals 
is not as great at this time as 
is currently indicated. There are 
32,300 veterans of World War II 
and 50,500 veterans of other wars 
in the total of 82,800 now hospi- 
talized. 

Of these 48,000 are tubercular 
and neuropsychiatric cases which 
cannot be transferred to overcrowd- 
ed private facilities if further quali- 
fication were met. 

General medical and _ surgical 
cases constitute 15 per cent of the 
total for 34,800 patients. 

Of the medical and surgical cases 
85 per cent (29,600) are not service 
connected and therefore not legally 
acceptable for private care, leaving 
only 5,200 of the original number. 

An estimate is made that of the 
5,200 nearly 2,200 are long term 
chronic condition patients, leaving 
only 3,000 short term service-con- 
nected medical and surgical cases 
as acceptable to private hospitals 
now. 

In summarizing the legal inter- 
pretation which determines the 
availability of private treatment Dr. 
Hawley stated, “the law authorized 
the medical care and treatment of 
all service-connected disabilities, 
whether on an outpatient basis, or 
in federal hospitals and in private 
hospitals. Such patients, under the 
law, must be given first priority in 
admission to all federal hospitals, 
including those of the Veterans Ad- 
ministration. Vacancies in federal 
hospitals not required for a veteran 
with service-connected disability au- 
thorizes treatment of nonservice 
connected disabilties in such hospi- 
tals; but the law will not permit 
payment by the government for the 
care and treatment of nonservice- 
connected disabilities in other than 


federal hospitals except in the «ase 
of the female veteran.” 

If present ratios continue iti cf- 
fect Dr. Hawley anticipates a iced 
for more than 250,000 hospital heds 
in 25 years. At present more than 
50,000 are occupied by less than 
4,000,000 veterans of World War | 
against 30,000 by 10,000,000 of ihe 
present war. To provide for the an- 
ticipated load would require more 
than 12,000 full time doctors and 
40,000 nurses in addition to 150,000 
other employees. The requirements 
of all federal medical services will 
be about 20,000 doctors plus an- 
other 10,000 for states and munici- 
palities. Under those conditions, 
one of every five doctors would have 
to work for the government. It is not 
likely, thinks Dr. Hawley, that the 
Veterans Administration will be 
able to obtain a staff of 12,000. For 
this reason, he explains, it would 
not be feasible to maintain the 
Army and Navy hospitals built dur- 
ing the war. It is for this reason 
that the Veterans Administration 
will have to look to the medical 
centers of the United States for 
maintaining the type of medical 
treatment desired. In this way part 
time professional assistance can be 
utilized. 


Sugar Allotments 


Home canning by institutional 
users is an established institutional 
operation, and OPA has again, 
therefore, incorporated a home can- 
ning program for institutional users 
for 1946, similar to the programs 
in effect throughout the rationing 
period. Application must be made 
to the District Office on OPA Form 
R-1340. The applicant must give all 
the information called for by that 
form. 

The amount of allotments is 
similar to those previously granted. 
The amount of sugar granted for 
producing jams, jellies, preserves. 
marmalades, and fruit butters, how- 
ever, shall not exceed five pounds 
of sugar for each 1,000 persons 
served meals during the year 1945- 
The district office will issue ration 
evidences for the amount of the 
allotment. 

If the applicant has an excess I 
ventory of sugar, the amount of the 
excess inventory shall be deducted 
from the amount of sugar to be 
issued. 
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Medical Review 


Mothers Newborns, Belong Together, 
IS NEW THEORY 


EALTHY MOTHERS who want 
H their healthy newborn babies 
with them during post-delivery stay 
in the hospital should not be denied 
that right, in the opinion of Dr. 
Edith B. Jackson, associate profes- 
sor of pediatrics, Yale University 
School of Medicine.* This, she 
states, is the agreement to which 
groups of child psychiatrists, pedi- 
atricians, obstetricians and nurses 
throughout the country are coming. 

Rooming together of mother and 
newborn baby is not a new pro- 
cedure, but it has been generally 
abandoned in hospitals in this 
country in order to reduce infant 
morbidity and mortality. Co-inci- 
dentally and because of vastly im- 
proved hospital technics and great- 
er scientific knowledge, there has 
been a convincing decline in infant 
morbidity and mortality, but at the 
expense of essential psychological 
needs of mother and child. 

Dr. Jackson believes that by al- 
lowing only one visitor a day (and 
that from the family), by care in 
keeping mothers’ hands clean, and 
instruction of mother and visitor in 
isolation precautions, mother and 
baby now may safely be roomed to- 
gether. Usually any disturbance of 
the mother’s rest or other incon- 
venience may be disregarded. 

If the danger of infection and 
mortality does not contraindicate 
rooming together, certain psycho- 
logical and other benefits may be 
expected. The feeding routine be- 
comes less rigid, breast feeding may 
be easier to obtain, and the infant’s 
needs for “close tactual contact with 
the mother, cuddling, ‘mothering’, 
Opportunity to nuzzle and suck 
whenever hungry, and to sleep 
when satisfied” are met. This satis- 
faction of instinctive responses may 
be necessary to start the infant in 
life with the sense of security re- 
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quired to develop a stable, happy, 
independent and adaptable child 
and, later, adult. 

The fact that many children 
brought up under strict routines 
become “spoiled brats” and prob- 
lem children, while not statistically 
relatable to separation from moth- 
ers at birth, has rather generally 
been related to strict routines in 
the present cycle of psychothera- 
peutic thinking. A major plank in 
mental hygiene preventive programs 
calls for safeguarding “‘the satisfac- 
tion of each succeeding phase of 
emotional development throughout 
infancy and early childhood.” This 
is the best foundation for good 
psychological growth. 

If this premise is correct hos- 
pital segregation of mother and in- 
fant should be limited to that re- 
quired to protect the physical 
health of infant and mother. By re- 
laxing the regime to permit room- 
ing together, new benefits to moth- 
er and child might be obtained. 

Apparently this requires no in- 
crease in nursing personnel and 
may require less time of the staff 
nurses. 
~* Jackson, Edith B.: Should Mother 


and Baby Room Together? American 
Journal of Nursing 46:17-19, Jan. 1946. 


DDT Powder 
And Body Lice 


Stating that the use of DDT pow- 
der for body lice is without question 
the most effective treatment and 
recognizing that some form of this 
may become equally effective 
against head lice, one recent in- 
vestigator describes two other newly 
developed methods which are su- 
perior to previous types of treat- 
ment.* 

More than 500 persons were suc- 
cessfully treated with 20 and 40 per 
cent solutions of Phenyl Cellosolve 





. 


in 60 per cent ethyl alcohol.? Sim- 
ilarly successful results were ob- 
tained by using a 50 per cent emul- 
sion of benzyl benzoate diluted with 
equal parts of tap water. This ap- 
parently is similar to a proprietary 
compound referred to as ascobial. 

Details of the two treatments are 
given in the article which is avail- 
able on loan from the Bacon :Li- 
brary. Either of these methods will 
destroy the lice and greatly simplify 
the removal of nits. Earlier methods 
of treatment were only of limited 
value, required a great deal of time 
and frequently resulted in repopu- 
lation because all the nits were not 
removed. 

(1) Molner, Joseph G.: Treatment of 
Pediculois Capitia, American Journal 
oS = ag Health 35:1302-1303. Decem- 


(2) Manufactured by the American 
Carbide and Chemical Company. 


New Treatment 
For Tularemia 


Streptomycin has been used with 
apparent success in the treatment of 
tularemia (sometimes called rabbit 
fever). In six of seven cases treated 
by Foshay and Pasternack the dis- 
tressing symptoms of headache, 
mental dullness, sense of prostra- 
tion, pains, chills and nausea were 
strikingly relieved by the end of the 
first day, even with what may have 
been minimal therapeutic doses.* 
The disease is characterized by 
nodules which tend to ulcerate and 
it was observed that ulceration 
failed to occur in areas where it 
would have been expected. 

Tularemia is another of the 
many diseases for which an ade- 
quate specific medicine was not 
known. Although only 818 cases 
were reported in the United States 
in 1945, the disease is important 
because of its long chronicity and 
convalescence. Regarding the use 
of serum which has appeared to be 
more specific than other treatment 
up to the time of streptomycin, the 
authors state that though they have 
records of serum treated patients 
that compare favorably with the 
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streptomycin treated group, they 
could not match the results from 
streptomycin by selecting any seven 
consecutive serum case records at 
random. The Foshay serum was de- 
veloped by one of the authors of 
this report. 

*Foshay, Lee, and Pasternack, A.B.: 


Streptomycin Treatment of Tularemia, 
JAMA 130: 393-398 Feb. 16, 1946. 


Hospital Helps Avert 
Food Poison Outbreak 


“Due to the alertness of the chief 
dietitian in one of Baltimore’s hos- 
pitals an outbreak of food poison- 
ing was recently averted in the 
city.* A shipment of frozen peaches 
originating in a western state was 
delivered to the hospital and upon 
examination and tasting of the con- 
tents of one container, slight nausea 
and vomiting were experienced -by 
two dietitians and one of the cooks. 

“Examination of the peaches in 
the city health department labora- 
tories showed the presence of large 
amounts of fluoride. Notification of 
the findings was sent to the Balti- 
more station of the U. S. Food and 
Drug Administration and all related 
frozen fruit in the city that could be 
traced was examined by representa- 
tives of the city health department's 
bureau of food control. 

“Hospitals, hotels and storage 
warehouses were visited and field 
tests for the presence of fluoride 
were made. None was found, how- 
ever, in any of the several thousand 
boxes examined, except in the orig- 
inal one that had been opened for 
use in the hospital. Search for ad- 
ditional boxes of the frozen peaches 
that might contain fluoride was be- 
ing continued by the federal and 
city food control authorities.” 


* Fluoride Poisoning Averted, Balti- 
more Health News 22: 187, Dec. 1945. 


Nontoxic . Protection 


Against Sunburn 

Phenyl Salicylate (salol) in 10 
per cent cream is reported’to be a 
nontoxic and highly effective  pro- 
tection against sunburn. Dark red 
vet. petrolatum also completely 
protected the skin against sunburn 
after treated skin was exposed to 
rays equivalent to 20 hours of 
Cleveland’s strongest sunlight. 


Luckiesh, Matthew; Taylor, A. H.; 
Cole, H.N. and Sollman, Torald: Protec- 
tive Skin Coatings for the Prevention 
of Sunburn, JAMA 130: 1-6, Jan. 5, 1946. 
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Clothing No Bar 
To Chest X-Rays 


. It is no longer necessary to dis- 
robe a patient prior to taking an 
x-ray of the chest in routine pro- 
grams for admissions, out-patients 
and «mployees. Clothing has been 
found to be no bar to readable chest 
x-rays, according to G. W. Com- 
stock, §. A. Surgeon, United States 
Public Health Service.* In a survey 
group of 30,000 persons clothing 
was the cause of only 0.1 per cent 
unsatisfactory films (overcoats, jack- 
ets and vests were removed and 
overall straps and suspenders low- 
ered while exposing the film). 

Certain items such as metal clips 
on brassieres and slip straps, and 
buttons and zippers are visible but 
do not cause errors in diagnosis. 
Occasionally a dress of heavy bead 
design, weighted silk lettering on 
shirts, artificial breasts, hearing aids 
and the like may be worn and these 
sometimes interfere with reading 
the film. 

The necessity for disrobing to the 
waist has been a nuisance and an 
expense. Without disrobing there is 
a step-up in the number of x-rays 
that may be taken per hour, elimin- 
ation of dressing rooms, and greatly 
increased convenience. Paper capes 
are not needed and it is not neces- 
sary to segregate the sexes. 


* The National Tuberculosis Associa- 
tion Bulletin, 23:28, Feb. 1946. 


Find New Drug for 


Malaria Control 

A wartime secret drug (SN7(:8) 
that is more effective than atabrine 
for the control of malaria has been 
announced. A dose once a weck— 
atabrine requires daily doses—hv lds 
malaria at bay even after the 
patient is infected. Its cost approxi- 
mates that of atabrine, but it pro- 
duces no jaundice, stomach or in- 
testinal upsets. Since even better 
antimalarial chemicals are in the 
background it is doubtful if 
SN7618 will be marketed. 


Science News Letter 49: 30-31, Jan. 
12, 1946. 





Sodium Lactate in 
Alcohol Poisoning 

Sodium lactate intravenously 
and sodium bicarbonate by mouth 
(or by stomach tube in a stuporous 
patient), repeated hourly until 
acidosis is overcome will save wood 
alcohol poisoned patients from 
blindness and death. 

The symptoms of nausea, cramps, 
mental disorder, breathlessness and 
blurred vision clear up within a few 
hours. Normal vision may not re- 
turn for several months. Earlier 
methods of treatment have been 
much less effective. 


Science News Letter 49:30, Jan. 19, 
1946. 








CURRENT HEALTH CONDITIONS 


A statement from the Division of Public Health Methods, 
U. S. Public Health Service, through the month of February, 1946 





FEBRUARY was a rather quiet month in 
the matter of the prevalence of epidemic 
diseases. 

Measles. This seems to be one of the 
years when measles is prevalent in larger 
numbers than usual. The 61,000 cases re- 
ported during February of 1946 was about 
nine times the number reported in Feb- 
ruary of 1945, but it was not up to the 
1944 figure of 101,000 and was not quite 
up to the figure of 65,000 for February of 
1943. It would appear, therefore, a case of 
the 1945 figure being exceptionally low 
rather than the present figure being un- 
usually high. 

Diphtheria. Diphtheria continued to be 
reported above its normal prevalence, the 
1,500 cases for February of 1946 being 300 
to 500 more than the reports for the cor- 
responding months of the three preceding 
years. 

Meningococcus meningitis. The total of 





700 cases of this disease reported during 
February is far below the epidemic peak 
of 1944 and also below 1943 and 1945. 
However, these three years all represent 
the high part of the seven- to ten-year 
cycle in meningitis; in the usual course of 
events meningitis may be expected to de- 
crease for the next two or three years, as 
those years will represent the low part of 
the cycle. 

Influenza. The reported cases of in- 
fluenza during February of 1946 were still 
somewhat above reports in February of 
nonepidemic years, although this year’s 
epidemic was largely over at the end of 
January. The 32,000 cases reported in Feb- 
ruary compare favorably with the number 
for February of 1944, which also followed 
a December and January epidemic. How 
ever, the 1946 figure is considerably above 
February of 1945 and 1943, when there had 
been no preceding epidemic. 
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Business Function of the Hospital 


A VITAL 


ACCOUNTING, STATISTICS AND BUSINESS OFFICE 
PROCEDURE FOR HOSPITALS. Charles G. 
Roswell. New York City, United Hospi- 
tal Fund. 287 pages, $3.50. 


NLY occasionally is a book pub- 

lished which is so tailored to 
meet hospital needs as to make it 
almost a mandatory addition to the 
administrator’s library. “Account- 
ing, Statistics, and Business Office 
Procedure for Hospitals’ is cer- 
tainly such a book, and in all like- 
lihood the Library Committee of 
the Association will add it to the 
recommended list. 

Mr. Roswell, through his wide ex- 
perience and good judgment, has 
here synthesized a manual and text- 
book, which, for the hospital ad- 
ministrator, is a check list of proper 
practice in the business department 
as well as a clear guide to the ad- 
ministrator’s effort to secure proper 
management through adequate ac- 
counting procedure. Further, it is 
a model towards which the hospital 
accountant should work. 

This book is obviously the result 
of many years’ experience in the 
United Hospital Fund in working 
to standardize and improve ac- 
counting in the member hospitals 
of that organization. It is an excel- 
lent combination of authoritative 
accounting theory and common 
sense advice as to how that theory 
should be used in the hospital. It is 
not a didactic statement of theory 
but rather a practical working tool 
for the hospital. 

The scope of this book is greater 
than that of the Manual on Ac- 
counting and Statistics of the Amer- 
ian Hospital Association. It may 
well prove to be the type of manual 
Which the Associaton should work 
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toward in revising its present stand- 
ard accounting recommendations. 
In some twenty chapters the book 
outlines the business function of 
the hospital, personnel needed in 
the accounting department, recom- 
mended organization charts, classi- 
fication of accounts, personnel and 
payroll procedures, proper stores 
practice, methods of collecting ac- 
counts and the cost accounting sys- 
tem used by the United Hospital 
Fund—all the recommendations be- 
ing supplemented with suggested 
forms clearly presented and obvi- 
ously worked out for practical use. 
Hospital accountants have argued 
at length as to certain of the prin- 
ciples for distributing non-revenue 
producing cost in the hospital to the 
revenue producing departments. 
The United Hospital Fund has util- 
ized one method. Whether this is 
better than the simpler method pre- 
viously outlined in the American 
Hospital Association’s “Manual of 
Accounting” is a matter for aca- 
demic accounting argument. Cer- 
tainly this book plainly outlines 
how to utilize the United Hospital 
Fund method and experience and 
that organization’s system has the 
authority of considerable experi- 
ence behind it in that it is now 
being used by so many hospitals. 
One word of caution may be ad- 
visable. ‘This manual can be of great 
value to competent accountants in 
a hospital. It is not a substitute, by 
any means, for accounting training. 
Proper hospital accounting requires 
an individual who has had basic ac- 
counting experience. For a prop- 
erly qualified individual, this book 
should be of inestimable value in 
orienting him to proper hospital 
accounting procedure.—G. B. 





One Hundred Years of 
Psychiatry Reviewed 


ONE HUNDRED YEARS OF AMERICAN PSYCHI- 
ATRY, 1844-1944. Published for the 
American Psychiatric Association by the 
Columbia University Press, New York; 
1945- 644 pages, $6. 

The American Psychiatric Associ- 
ation published this volume to cele- 
brate its centennial as the nation’s 
oldest medical society. The book is 
a collection of 13 papers prepared 
by some of the outstanding psychi- 
atrists in the country—each an auth- 
ority on the special phase assigned 
to him. 

The development of psychiatry 
into a medical specialty is traced 
in the discussion of the transforma- 
tion of the insane asylum into a 
modern mental hospital and the 
insane patient into an individual 
who receives scientific treatment. 

Of particular interest to hospital 
people is the section written by 
Samuel W. Hamilton, M.D., on the 
history of American mental hos- 
pitals. In some 100 pages he de- 
scribes the very early hospitals—if 
they could be called that—of the 
colonial period and traces their 
progress to the present day. 

Jails were used to hold many of 
the mentally ill because the jails 
were strong enough to keep them at 
least from harming other people. 
In some communities the work- 
houses harbored those who were 
not unmanageable but were dull or 
bereft of reason. 

The first institution in the coun- 
try designed particularly for the 
care of the mentally ill was built at 
Williamsburg, Va., in 1773. Gradu- 
ally the colonies showed a remark- 
able humanitarian trend in the 
establishment of such institutions. 
In 1844 there were twenty-two pub- 
lic and corporate institutions for 
the mentally ill and 3: private ones 
in the United ‘States. 

The superintendents of these hos- 
pitals were pioneers in their work. 
It was a function of the annual re- 
ports to spread propaganda in be- 
half of proper treatment. 

Limitation of the size of a hos- 
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pital has been the subject of con- 
tinued debate. In 1851 the limit 
was set at 250 patients; this figure 
was raised to 600 in 1866. There are 
several interesting plates in this 
chapter and there is a wealth of in- 
formation concerning the physical 
care and medical treatment of those 
patients suffering some form of ner- 
vous or mental disease. 


The book as a whole provides a 
remarkably detailed discussion 
which would interest the layman as 
well as the specialist in the field. 


Farmers’ Views on 


Medical Service 


BETTER HEALTH FOR RURAL AMERICA; plans 
of action for farm communities. U.S. 
Department of Agriculture, Washington, 
D.C., Government Printing Office, 1945. 
34 pages, 20 cents. 


Farmers want better health. In 
order to achieve this, they want 
more doctors, nurses and dentists in 
their communities; more hospitals 
and better sanitary facilities; more 
preventive medicine and_ public 
health clinics; easier ways of paying 
their doctor bills; all the benefits of 
first class medical service that they 
read about. 


The Department of Agriculture’s 
Interbureau Committee on Postwar 
Programs presents this discussion, 
which has been prepared by a work- 
ing committee under the direction 
of Fred D. Mott, M.D., of the 
USPHS who is the national activity 
leader in rural health and sanita- 
tion of the Department of Agricul- 
ture’s Interbureau Committee. The 
lack of hospitals and other facilities 
is pointed up with the quoted state- 
ment: 


“Over 1,250 of the 3,070 counties 
in our nation are without a single 
satisfactory general hospital. Over 
700 of these counties have popula- 
tions exceeding 10,000 people.” 


The reading of this pamphlet 
makes it clear that the farmers 
know what they want and why. 
How to do it on the local level is 
a problem for the local commun- 
ities of trading centers. They must 
get at the facts, study them, and 
plan wisely. Such a local organiza- 
tion or committee representing the 
various groups could well begin a 
program by carefully studying this 
publication. 
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Treatise on Anesthesia 


THe CHEMISTRY OF ANESTHESIA. John 
Adriani, M.D., Louisiana State School 
of Medicine. Charles’ C. Thomas, Pub- 
lisher, Springfield, Ill.; 1945. $7. 

This represents an exhaustive 
treatisé on the inorganic, organic 
and biological chemistry of anesthe- 
tics and their action. 

It is published primarily for the 
anesthesiologist but the comprehen- 
sive classified bibliography will sat- 
isfy the needs of chemists, pharma- 
cologists and other investigators as 
well. 

The text covers the entire range 
of anesthetic agents, their pharma- 
cologic action as anesthetics and 
their side actions on the body and 
its various tissues and elements. It 
is essentially scientific and cannot 
be regarded as a practical manual 
of anesthesia but should be avail- 
able as a reference for every an- 
esthesiologist.—W.P.M. 


Collective Bargaining 
TRENDs IN COLLECTIVE BARGAINING. Twen- 

tieth Century Fund, New York City 18. 

1945. $2. 

As trade union activities become 
of wider interest in the hospital 
field, administrators may want to 
familiarize themselves with both 
sides of the issue. “Trends in Col- 
lective Bargaining” will serve such 
a purpose in part. 

The book is, according to its fore- 
word, “focused on the internal 
pressures, problems and issues of 
collective bargaining,” with some 
external phases added in. It starts 
with an academic discussion of the 
historical relationships between in- 
dustrial management and organ- 
ized labor. It covers an explanation 
of bargaining activities, of admin- 
istering the agreements reached by 
negotiation, of the prewar and war- 
time role of government. 

The authors take pains to point 
out some weaknesses and defi- 
ciencies in the operations of labor 
unions—particularly the lack of 
democratic procedures in conduct- 
ing union affairs. They are never- 
theless chiefly interested in pro- 
moting the cause of collective 
bargaining. Their arguments are 
addressed to industrial employers 
and therefore have no special ap- 
plication to the issues confronting 
administrators and personnel man- 
agers of nonprofit hospitals 


The Small Hospital 


THE SMALL GENERAL HOSPITAL; organiz ion 
and management. Bulletin No. 4, {he 
Duke Endowment, Charlotte, N.C. 
The hospital section of the Duke 

Endowment has revised its previous 

publication (Bulletin No. 3) of the 

same title. This will be warmly wel- 

comed by the hospital profession a; 

an authoritative discussion on the 

planning and administration of the 
small hospital. 

The Duke Endowment has been 
interested in small hospitals and 
has provided assistance to rural 
hospitals. 


Planning a Hospital 


In Postwar Poland 


Among the most interesting let- 
ters to come to the Bacon Library in 
recent weeks is one from Poland. 
Addressed to the Hospital Library 
and Service Bureau, the former 
name of the Bacon Library, it 
describes the courage with which 
the people in Poland are trying to 
repair the extensive damages in- 
curred in the war. Quoting trom the 
letter: 

“An organizing committee was 
created in Warsaw on the purpose 
of founding in the Polish capital 
a child’s institute, having for model 
similar institutions in the U.S.A. 
and France. The representatives of 
four ministries, of the municipality, 
the university authorities and the 
below signed as chief of the hos- 
pitals division to the Bureau of 
Warsaw Rebuilding and the first 
vice-president of the Polish Hos- 
pital Society, have joined this com- 
mittee. 


“The Child’s Institute should be 
composed of a scientific section in- 
cluding ten scientific and investiga- 
tion laboratories, the educational, 
statistical and museum sections and 
the School for Nurses; 30 perfectly 
equipped ambulatories; a children’s 
hospital for 300 beds; houses for 
hospital’s personnel and studying 
nurses. Presently appointed by the 
organization committee to prepare 
the details of programme and the 
future architectural plans I would 
be very pleased if you kindly looked 
for some books referring to this 
stuff, for the last 10-15 years, and 
sent them to me as quickly as pos- 
sible.” 
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Room Assignments 
For Convention to 


Be Made Directly 


Room assignments for the 1946 
Convention of the American Hos- 
pital Association to be held in 
Philadelphia starting Monday, 
September go, will be made direct- 
ly to members by a housing bureau 
set up in Association headquarters 
in Chicago. 

The Benjamin Franklin and 
Bellevue-Stratford hotels will be 
joint headquarters for the Associa- 
tion. House of Delegates meetings 
are scheduled for the Bellevue- 
Stratford. The Blue Cross Plans 
and Hospital Service Plan Com- 
mission meetings are scheduled for 
the Benjamin Franklin. 

Meetings of the American Col- 
lege of Hospital Administrators 
and the American Protestant Hos- 
pital Association, usually held the 
Friday, Saturday and Sunday pre- 
ceding the association convention, 
will be held at the Bellevue-Strat- 
ford. 

Headquarters of the American 
Association of Nurse Anesthetists 
will be at the Hotel Philadelphian 
and those of the American Associa- 
tion of Medical Record Librarians 
at the Hotel Sylvania. Members 
of these organizations are urged to 
select accommodations at these 
hotels. Headquarters of the Hos- 
pital Industries’ Association will be 
at the Benjamin Franklin Hotel, 
although exhibitors will be as- 
signed proportionately among all 
hotels. 

Unfortunately, during the hous- 
ing shortage, the great majority of 
the Philadelphia hotels have 
equipped their single rooms with 
double and twin beds and the 
number which they will allow to be 
used for single occupancy is very 
limited. Members are therefore 
urged to plan the greatest possible 
use of double facilities. 

Members requesting housing 
from headquarters will be fur- 
nished with a reservation form 
indicating both the hotel assigned 
and the type of accommodations. A 
duplicate will be sent to the hotel 
These reservations will be held by 
the hotel in the individual’s name 
until September 20, by which time 
the individual is expected to have 
notified the hotel directly of his 
arrival and departure times. The 
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Adelphia $3.50-$5 
13th at Chestnut St., 7 

Barclay $5-$7 
Rittenhouse Square, East 3 

Bellevue-Stratford $4-$6 


Broad and Walnut Sts., 2 
Benjamin Franklin $3.50-$5.50 
Chestnut at 9th, 5 


Brierhurst $2-$3 
4527 Walnut St., 39 
Chateau Crillon $4-$6 


‘1900 Locust St., 3 
Cresheim Arms Hotel 
Allen's La. and Bryan St., 


Mt. Airy, Pa., 19 

Drake. $3.85-$5.50 
1512 Spruce St., 2 

Emlen Arms (Apts. 
6733 Emlen St., 19 

Essex $3-$4.50 
13th and Filbert Sts., 7 

Majestic Hotel $2-$4 
Broad and Girard Ave., 22 

Normandie $2-$4 


36th and Chestnut Sts., 4 





Hotel Directory for Convention Visitors 
Rates are Minimum for Single and Double Accommodations, respectively 


Parker $2.50-$3.50 
13th and Spruce Sts., 7 

Philadelphian $3-$4.50 
Chestnut at 39th Sts., | 

Ritz-Carlton $4.50-$6.50 
Broad and Walnut Sts., 7 

Robert Morris $2.50-$4 
17th and Arch Sts., 3 

Sheraton $4.50-$6.50 


(Formerly The Wellington) 
19th and Walnut Sts., 3 


St. James $2.75-$4.50 
13th and Walnut Sts., 7 
Sylvania $3-$5 


Locust off Broad St., 7 
Walnut Park Plaza 
63rd and Walnut Sts., 39 
Walton Hotel $2.50-$4 
Broad and Locust Sts., 7 
Warburton $3-$5 
20th and Sansom Sts., 3 
Warwick $4.50-$7 
17th and Locust Sts., 3 
Whittier $2-$3.50 
15th and Cherry Sts., 2 








hotels would like to be notified 
whether morning, afternoon or 
evening, in addition to the actual 
date of arrival. On receipt of the 
arrival date, the hotel selected 
will send confirmation directly to 
the individual. 

In Philadelphia, the hotel day 
starts at 5 a. m. and the check-out 
hour is 3 p. m. 

It is expected that by convention 
time, the Philadelphia Transporta- 
tion Company will have in service 
bus route D-1 which runs from 
downtown hotels to the conven- 
tion hall at 34th Street and Curie 
Avenue. In any event, bus route 
D which runs out Walnut Street 
and back Chester Street, will be in 
operation. 

Names of the Philadelphia 
hotels, their locations and rate 
ranges appear in the adjoining 
columns. 
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Hospital Gets $100,000 


A gift of $100,000 has been made 
to the George F. Geisinger Mem- 
orial Hospital, Danville, Pa., to be 
used for any purpose which the 
trustees choose. The sum was given 
by C. S. Woolworth, a member of 
the hospital’s advisory board for 
many years. William L. Wilson Jr. 
is superintendent of the hospital. 





Physicians Will Discuss 
Medical Care of Employees 


“Management's Responsibility for 
the Medical Care of Its Employees” 
will be discussed by representatives 
of the American Association of In- 
dustrial Physicians and Surgeons on 
the University of Chicago Round- 
table program April 14. The pro- 
gram will be broadcast over NBC 
at 12:30 p.m. 

Participants are: Dr. Leo Price, 
medical director of Union Health 
Center, New York City; Dr. Joseph 
Chivers, medical director of the 
Crane Co., Chicago; Dr. Franklin 
McLean, professor of pathological 
physiology, University of Chicago; 
Dr. John Wittmer, vice president 
and personnel director of Consoli- 
dated Edison Co., New York City, 
and Dr. Loyal Shoudy, director of 
medical services of Bethlehem Steel 
Co., Bethlehem, Pa. 


oo 





Open Nurses’ Home 


The official opening of the Jeanne 
Mance Nurses’ Residence of the Ho- 
tel Dieu of St. Joseph, Windsor, 
Ontario, was scheduled: to be held 
March 17 with the Most Rev. J. T. 
Kidd officiating. The new home will 
provide accommodations for 125, 
nurses. 
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N. England Assembly 
Meeting Sets New 
Attendance Record 


The New England Hospital As- 
sembly’s twenty-third annual meet- 
ing closed in Boston March 13 
with all attendance records broken. 
More than 2,000 hospital executives 
attended to hear the papers, join in 
discussion and view the 79 exhibits. 

Donald S. Smith of Mary Hitch- 
cock Hospital, Hanover, N.H., was 
elected president, succeeding Car] 
L. Lindbald of Homeopathic Hos- 
ptial, Providence, R.I. 

Sectional meetings were an in- 
novation this year, with seven run- 
ning concurrently through the af- 
ternoons of March 11 and 12. These 
were filled to capacity. 

One of the outstanding papers 
was presented’ by Dr. Fred G. 
Carter superintendent of St. Luke’s 
Hospital, Cleveland, entitled “Who 
Pays the Bill for the Postwar Pa- 
tient?” Using uniform statistics 
gathered from a number of hos- 
pitals, Dr. Carter traced the trend 
toward an increasing proportion of 
contract patients. These figures 
pointed to a conclusion that hos- 
pitals, more and more, are required 
to charge “not less than cost” for 
the care of such patients. 

(It was the consensus of Dr. 
Carter’s audience that his paper 
should be made available to all 
trustees of voluntary hospitals. Hos- 
PITALS will publish this paper in the 
May issue.) 

Dr. Paul R. Hawley, chief medi- 
cal director of the Veterans Ad- 
ministration, addressed the first eve- 
ning session, outlining the problems 
of providing care for veterans in 
the combined facilities of govern- 
mental and non-governmental hos- 
pitals. A report on his paper will 
be found on Page g1 of this issue. 

Karl T. Compton, Sc.D., presi- 
dent of Massachusetts Institute of 
Technology, addressed the second 
evening meeting on “Some Con- 
tributions from Sister Sciences.”’ 

At the president’s luncheon, Dr. 
Peter D. Ward, president of the 
American Hospital Association, 
surveyed the changing field of hos- 
pital administration and reviewed 
the Association’s programs aimed 
at helping solve the problems in- 
volved. 

General session topics were: Em- 
ployee relations, (wages and hours, 
working conditions, pensions and 
retirements); group practice and 
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EXCHANGING VIEWS ON hospital care 
at the annual meeting of the New 
England Hospital Assembly in Boston 
March 11-13 were (left to right): Dr. 
Paul R. Hawley, chief medical direc- 
tor, Veterans Administration, Wash- 





Attend Assembly Meeting in Boston 





ington, D. C.; Carl A. Lindblad, presi- 
dent of the assembly and director of 
Homeopathic Hospital, Providence, 
R. I., and Brig. Gen. Elliott C. Cutler, 
director of Peter Bent Brigham Hos- 
pital, Boston. 





changing professional relationships; 
what’s your $64 nursing question?, 
and a round table on construction. 

Sectional meeting topics were: 
Admitting procedures, laundry 
management, personnel, trustees, 
accounting, purchasing, _ service 
shops, dietitians, medical records, 
credit and collections, volunteers, 
public relations, nurse anesthetists 
and medical social service. 

Other officers elected were: 

ViIcE-PRESIDENT: The Rev. Donald 
A. McGowan, director of hospitals, 
archdiocese of Boston; TREASURER: 
Lester E. Richwagon, superintendent 
of Mary Fletcher Hospital, Burling- 
ton, Vt.; SECRETARY: Paul J. Spencer, 
superintendent of Lowell (Mass.) 
General Hospital (re-elected); 
TRUSTEES: Dr. Albert Englebach, sup- 
erintendent of Cambridge (Mass.) 
Hospital; Howard Pfirman, superin- 
tendent of Middlesex Hospital, Mid- 
dletown, Conn., and Dr. Arthur H. 
Ruggles, superintendent Butler Hos- 
pital, Providence, R.I. 





++ 


Fairmont Hospital Plans’ 


Large Expansion Program 


A survey is being made now to 
determine a program of expansion 
for Fairmont (W. Va.) General Hos- 
pital, according to Charles E. Vad- 
kin, superintendent. The survey is 
expected to lead to preparation of 
a master ten-year program. 

It is planned that the expansion 
will be undertaken in three units, 
with 50 beds added with each unit. 
Remodeling of the present building 
and expansion of some departments 
are included in tentative plans. 

Cost of the first unit is estimated 
at $400,000 and of the balance at 
$800,000. 











FWA Assists in Construction 
Of 872 Hospitals Since 1941 


Construction of 872 hospitals 
throughout the country since 1941 
has been completed by the Federal 
Works Agency in cooperation with 
participating, communities, its ad- 
ministrator, Maj. Gen. Philip B. 
Fleming testified before the House 
Subcommittee on Health March 13. 
The agency is now assisting with 
advances of $3,422,200 in the plan- 
ning of 169 hospital projects by 
local communities to cost $95,000,- 
000. 

Former constituents of FWA 
built 1,106 hospitals—880 by PWA 
and 226 by WPA. The total number 
of hospitals built under these pro- 
grams was 1,978 at a cost exceeding 
half a billion dollars. In addition, 
2,168 existing hospitals were re- 
modeled or improved and additions 
were made to 156 others under the 
WPA program. . 





Plans for Nurse Memorial 


May Include New Centers 


Tentative plans for additional 
nurses’ centers in connection with 
the proposed $2,000,000 Nurses’ Na- 
tional Memorial were announced 
March 11. 

Definite decisions on location of 
other centers in the Midwest and 
on the Pacific Coast will not be 
made, however, until the Washing- 
ton memorial which is planned to 
provide war nurses and women !1 
the medical profession with living 
{facilities at nominal costs has been 
completed. 
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TURKEY 


COSTS LESS TO 
SERVE AT THE 


MARCEL GILLET 
EXECUTIVE CHEF 


HOUSE : 


Marcel Gillet, executive chef, Palmer House, 


says turkey gains 230 per cent in three months! 























At the world-famous Palmer House, in Chicago, and also at many another well- 
run hotel or restaurant, they know their meat costs .. . and these costs are favor- 
able to turkey. The comparative net yield of the new meat-type turkey, and the net 
cost-per-pound of edible meat are convincingly lower. Little wonder the Palmer 
House uses 230 per cent more turkey today than only three short months ago. 


Countless hotels, restaurants, hospitals, clubs and 
school cafeterias throughout the nation are learning 
these same facts, and are turning to turkey entrees, 
salads, sandwiches and other tempting dishes. 


Ask for our pamphlet “Turkey Costs Less” and famous turkey recipes by well-known chefs, for 
institutional users everywhere, 


NATIONAL TURKEY FEDERATION 


MOUNT MORRIS, ILLINOIS 
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Postwar Planning 
Will Be Theme of 
Tri-State Assembly 


Keyed to the theme of national 
and local planning for immediate 
and future hospital needs, the six- 
teenth annual Tri-State Hospital 
Assembly will open its three day 
meeting at the Palmer House, Chi- 
cago, May 1. Intensive study of 

stwar problems is anticipated by 
Dr. Malcolm T. MacEachern, chair- 
man, and Albert G. Hahn, execu- 
tive secretary. 

The Commission on Hospital 
Care will direct discussion of cur- 
rent surveys of hospital needs at 
the first morning general assembly. 
Comments of local and national 
authorities will be augmented by 
those of correlating agency repre- 
sentatives. 

At the second morning assembly, 
discussion will consider patients’ 
needs in planning hospitals. Talks 
will feature problems of veterans’ 
care, the chronically ill, tuberculous 
and ambulatory patients. The final 
general assembly will have as its 
theme, “Planning for Better Service 
through Improving Personnel Rela- 
tions.” Administrator leadership, 
teamwork and retirement security 
will be considered. A panel dis- 
cussion of specific personnel prob- 
lems will conclude the morning 
meetings. 

An evening general forum May 
1, coordinated by Dr. MacEachern 
and Dr. Robin C. Buerki, will con- 
sider “New Horizons and American 
Hospitals.” The annual banquet is 
set for May 2. An open quiz session 
will begin at 3:30 p.m. following 
the afternoon section programs May 
3. Almost complete are the 29 sec- 
tions of the assembly afternoon 
meetings. Some groups, including 
the trustees’ section under direc- 
tion of Graham L. Davis and his 
associate, Andrew Pattullo of the 
Kellogg Foundation, have planned 
three day institutes. 





Hospital Changes Name 


Announcement has been made of 
the change in name of Home for 
Consumptives, Philadelphia, to All 
Saints’ Hospital for Treatment of 
Tuberculosis. An institution of the 
Philadelphia Protestant Episcopal 
City Mission, the hospital is ad- 
ministered by Gladys A. Cooper. 
The Rt. Rev. Oliver J. Hart is pres- 
ident. 
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CALENDAR OF ASSOCIATION AND ALLIED MEETINGS 


American Hospital Association 48th An- 
nual Convention—September 30-Octo- 
ber 4; Philadelphia (Bellevue-Strat- 
ford and Benjamin Franklin Hotels). 


Regional Association Meetings 


American Protestant Hospital Association 
—September 27-28; Philadelphia. 


Association of Western Hospitals—May 
14-16; Los Angeles (Biltmore Hotel). 

Carolinas-Virginias Conference—May 22- 
23; Greenville, S.C. (Poinsett Hotel). 

Catholic Hospital Association—June 10- 
13; Milwaukee (Milwaukee Auditor- 
ium). 

Maritime Hospital Association—June 18- 
21; Digby, Nova Scotia (“The Pines’’). 

Mid-West Hospital Association—April 
24-26; Kansas City, Mo., (President 
Hotel). 

Southeastern Hospital Conference—April 
25-27; Jacksonville, Fla. 


Tri-State Hospital Association—May 1-3; 
Chicago (Palmer House). 


State Association Meetings 
Alabama—April 15-16; Birmingham. 


Arkansas—May 16-17; Little Rock (AI- 
bert Pike Hotel). 


Idaho—December 7; Boise. 
Illinois — May 1-3; Chicago (Palmer 
House). 


Indiana — May 1-3; Chicago (Palmer 
House). 


Iowa—April 15-17; Des Moines (} ‘otel 
Fort Des Moines). 

Kansas—November 
(Hotel Jayhawk). 

Kentucky—April 25-26; Louisville (Krown 
Hotel). 

Louisiana—May 2-3; Washington-Y «ree, 
Shreveport. 

Maine—June 21-22; Belgrade Lakes (Bel- 
grade Hotel). 

Maryland—District of Columbia—No- 
vember 7-8. 

Michigan—May 1-3; Chicago (Palmer 
House). 

Minnesota—May 26-28; St. Paul. 

Montana—October 21; Butte. 

New Jersey—May 2-4; Atlantic City 
(Hotel Dennis). 

New Mexico—May 24-25; Albuquerque 
(Hilton Hotel). 

New York—June 10-12; New York City 
(Pennsylvania Hotel). 

North Dakota—May 9-10; Grand Forks. 

Ohio—April 2-4; Columbus (Deshler- 
Wallick Hotel). 

Oklahoma—November 21-22; Oklahoma 
City. 

Oregon—May 22-23; Eugene (Osborne 
Hotel). 

Pennsylvania—April 24-26; Philadelphia 
(Bellevue-Stratford Hotel). 

Tennessee—April 8; Knoxville (Andrew 
Johnson Hotel). 

Utah—December 4. 

West Virginia—May 21; Greenville, S.C. 

Wyoming—July 19—Jackson. 


13-14; Toseka 





University of Rochester, 
Genesee Hospital Allied 


A close working relationship be- 
tween Genesee Hospital, Roches- 
ter, N.Y., and the University of 
Rochester School of Medicine and 
Dentistry has been announced. 


Objectives of the agreement are: 
To give the hospital the benefit of 
advice and assistance from the uni- 
versity staff and use of the facili- 
ties of the university and Strong 
Memorial Hospital—the school’s 
teaching hospital; to give the med- 
ical and dental school benefit of 
the advice and assistance of the 
hospital staff and use of hospital 
facilities for training medical stu- 
dents and graduates; to give im- 
proved medical care to the commu- 
nity. 

The new program has been ap- 
proved by the executive committee 
of the hospital board, the dean of 
the School of Medicine and Den- 
tistry and the school’s advisory 
board. The plan makes the hospi- 





tal a teaching unit associated with 
the university and extends a long- 
standing policy of cooperation 
under which the university has pro- 
vided resident physicians and in- 
terns to Genesee Hospital. 
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Beth Israel Hospital Plans 
Graduate Medical Courses 


Beth Israel Hospital, New York 
City, is now participating in the 
postgraduate division of New York 
University College of Medicine. For 
many years undergraduate elective 
courses in internal medicne have 
been given at the hospital. 

Under the new affiliation, post- 
graduate courses may be offered in 
all services of the hospital. Dr. Max- 
well S. Frank is medical director of 
the hospital. Dr. William Goldring, 
associate professor of medicine at 
the medical school, will be liaison 
officer between the college and the 
hospital. 
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MAINTAIN HIGH PENICILLIN TIDE 

IN THE BLOOD STREAM 

BY ONE INJECTION IN 24 HOURS 

WITH TRUE ROMANSKY FORMULA 
OFFERED BY BRISTOL LABORATORIES 


Office or home treatment now becomes practicable through adminis- 
tration of Penicillin in Oil and Wax as developed by Captain M. J. 
Romansky (M.C.) at the Walter Reed General Hospital, Washington, 
D. C. With this preparation it is possible to hold a penicillin thera- 
peutic blood level by one injection in 24 hours, thus replacing the 
previous use of 8 injections of penicillin in saline over 24 hours, 

There is usually less discomfort to the patient, and hence better 
cooperation. Also, by eliminating repeated injections the cost of 
treatment to the patient is lowered, and there is an appreciable sav- 
ing in physicians’ and nurses’ time. Only with the true Romansky 
formula, based on a single injection of 1 cc. of 300,000 units in the 
oil-beeswax medium, is this possible. 

Bristol Laboratories now offer the true Romansky formula with 
calcium penicillin. Due to special processing, the Bristol preparation 
is especially easy to inject. Write for new literature. 











B R I S TO a. : Form mr hana Loles nee ge ™ % o— a 
LABORATORIES SYRACUSE 1, NEW YORK 
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7,926 Persons View 
Association Film, 
‘As Others See Us’ 


Thirty-three of the 57 hospitals 
and hospital associations through- 
out the country which have shown 
the employee-education film, “As 
Others See Us,” reported in a ques- 
tionnaire that 7,926 persons have 
seen the film. They included hos- 
pital employees, administrators and 
state hospital association: officials. 

In answer to the questionnaire, 
17 administrators said they would 
like to reshow the film annually and 
nine indicated that they would like 
to show it more frequently. 

“A very good film with a good 
lesson. More taught through the 
medium of this film of 15 minutes 
than could be taught in a speech 
of one hour. They not only heard 
the facts but saw the actual truth 
of opinions,” said Ralph M. Hues- 
ton, superintendent of Hurley Hos- 
pital, Flint, Mich., after a show- 
ing of the film at his hospital. 

Sister M. Patricia, superintend- 
dent of St. Mary’s Hospital, Duluth, 
Minn., reported, “I have noticed 
that our personnel are more 
thoughtful of patients and visitors 
since seeing this picture. I have 
observed them stepping up to vis- 
itors waiting in the corridor and 
asking, ‘May I do something for 
you?’ This has pleased me very 
much.” 

From Allegheny Valley Hosiptal, 
Tarentum, Pa., came this comment: 
“There is a very definite need for 
more films of a similar nature in 
all hospitals. Those in charge are 
prone to take for granted the 
actions and reactions of hospital 
community relationships and a 
closer study of the problems of 
public relationships is foremost 
at this institution.” 

The film, made _ possible by a 
grant to the American Hospital As- 
sociation from the Becton-Dickin- 
son Foundation for the Extension 
of Scientific Knowledge, is avail- 
able by request to the Association’s 
Department of Public Relations. 





os 


Honor Superintendent 


In recognition of his 25 years of 
service, H. H. Browne, superin- 
tendent of McKellar General Hos- 
pital, Fort William, Ontario, was 
honored at a presentation tea held 
recently in the nurses’ home. 
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Resigns Position 





JAMEs RussELL CLark, director of 
the Washington Service Bureau and 
secretary of the Council on Govern- 
ment Relations, will leave the Asso- 
ciation April 15 to assume the posi- 
tion of director of the Brooklyn 
(N.Y.) Hospital. 


Appointed director of the bureau 
when it was organized as the War- 
time Service Bureau, Mr. Clark be- 
gan his duties there in January 1943, 
taking over as secretary of the Coun- 
cil on Government Relations at 
the same time. 


His office issued the interpretive 
bulletins dealing with government 
activity important to hospitals 
which are sent to all members peri- 
odically. He has been a regular 
monthly contributor to HospirAts 
for more than two years in “Report- 
ing from Washington” which he 
wrote, and in the Purchasing sec- 
tion, to which he contributed a 
great deal of material. 


Before coming to the Association, 
Mr. Clark was executive secretary, 
then assistant director of the Jewish 
Hospital of Brooklyn. From there 
he went to Southside Hospital, Bay 
Shore, N.Y., where he served as 
director for seven years. 

A member of the American Col- 
lege of Hospital Administrators, 
Mr. Clark has been active in state 
and local hospital organizations. He 
has served as secretary-treasurer and 
as vice president of the Hospital 
Council of Brooklyn. 

A graduate of Temple University, 
Mr. Clark attended the Chicago In- 
stitute for Hospital Administrators. 
Before entering the hospital field he 
worked as an efficiency engineer. 











National Nursing 
Council Elect: 


National Nursing Council office: 
and directors for 1946 were name 
at a meeting of the group March | 
at the Hotel Pennsylvania, Ne\ 
York City. 


Sophie C. Nelson, director of th: 
visiting nurse service for John Han- 
cock Mutual Life Insurance Com. 
pany, Boston, was named new chair- 
man. Former president of the Na 
tional Organization for Public 
Health Nursing, Miss Nelson had 
headed other important national 
and state activities in nursing and 
health work. 


Other council 
were: 


VICE-CHAIRMAN, Anna D. Wolf, di- 
rector of the School of Nursing, the 
Johns Hopkins Hospital, Baltimore; 
SECRETARY, Pearl McIver, chief of the 
Office of Public Health Nursing, 
USPHS; TREASURER, Henry B. Stim- 
son, investment counselor, New York 
City; ASSISTANT TREASURER, Marian 
G. Randall, executive director, New 
York Visiting Nurse Service. 


Directors chosen were: 


Katherine J. Densford, dean of the 
University of Minnesota School of 
Nursing; Stella Goostray, superin- 
tendent of nurses and principal of the 
School of Nursing, Children’s Hospi- 
tal, Boston, who served as council 
chairman for the past three and one- 
half years; James A. Hamilton of 
New Haven, Conn.; Lucile Petry, 
chief of the Division of Nursing, 
USPHS. 

Marion W. Sheahan, director of the 
Division of Public Health Nursing, 
New York State Department of 
Health; Ruth Sleeper, principal of 
the Massachusetts General Hospital 
School of Nursing, Boston; Mrs. Ma- 
bel K. Staupers, executive secretary 
of the National Association of Col- 
ored Graduate Nurses. 


officers elected 
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Retirement Plan Reprints 
Are Available to Hospitals 


A limited number of reprints of 
excerpts from the 1945 Hospital 
Review concerning pension plans 
are available to hospitals for dis- 
tribution to their boards of trustees. 

The booklet contains the report 
of the American Hospital Associa- 
tion’s study committee on hospital 
employees pension plan, discussion 
and verbal reports on the subject 
to the House of Delegates. An 
analysis of the plan by Peter Husch, 
of Salkey and Jones, St. Louis, 1s 
also included. Copies of the 42-page 
booklet are ‘available from head- 
quarters, 18 E. Division Street, Chi- 
cago 10, at 35 cents each. 
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For Nurses or Internes 





.... for Study or Sleep 


.++.. tts a New Dormitory Room by Simmons 


e There’s a lot of beauty in this new Simmons 
room scene. And the best part doesn’t even 
show! We mean the versatility. For we’ve 
made it possible for you to pick the pieces 
to suit your space arrangement. There are 
over 15 separate items from which to choose... 
each with typical Simmons a/l-metal quality 
in every square inch. 


So whether it’s to be single rooms... or 
double; large ... or small, your nurses and 
internes will think this new Simmons line is 
great. And they'll be right! See for yourself. 
Check up on the durability and the wide 
range of attractive colors. Your nearest 
Hospital Supply dealer can give you full 
information, or write any Simmons office. 


COMPANY 0 essssssecee-- 


HOSPITAL DIVISION 


DISPLAY ROOMS 
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BRITAIN’S NATIONAL INSURANCE BILL 
WOULD END VOLUNTARY CARE PLANS 


Great Britain’s new all-inclusive 
$1,877,340,000 legislative plan for 
extended social benefits has entered 
committee stage with passage of the 
National Insurance Bill expected 
by autumn. Stage by stage, “the new 
scheme will take over, improve 
and expand the present insurance 
schemes until the full plan is com- 
pletely in operation in 1948,” 
George Darling, BBC industrial cor- 
respondent, recently predicted. 

Extensive debate will be con- 
tinued when committees present 
findings in legislative drafts. Fol- 
lowing a third reading, a vote will 
be taken and the bill sent to the 
House of Lords for approval. 

This bill, a Laborite modification 
of Sir William Beveridge’s “cradle 
to grave” plan, has as its basis the 
system of unemployment and health 


insurance that has functioned piece- 


meal in the past for 36 years. Family 
allowan<es are already on the stat- 
ute book; an industrial injuries bill 
has passed through committee; the 
new measure gathers up into one 
plan a whole mass of statutes passed 
over many years. To the British, its 
“revolutionary” features are that it 
is designed, by compulsory partici- 
pation, to cover everyone, and that 
it will give benefits previously not 
included in social laws. The revised 
bill was introduced to Parliament 
last January 24. 

British actuarial authorities cal- 
culate that, taking 1949 as the first 
full year of the plan, contributions 
of insured persons and employers 
would total $1,402,980,000. The 
Exchequer would contribute $474,- 
360,000 of which $144,720,000 
would be a grant and $329,640,000 
in supplementary sums. It would 
also add $229,140,000 for financing 
non-contributory and unemploy- 
ment benefits. 

Of 1949's estimated $1,970,000,- 
ooo outlay, only 7.5 per cent, or 
$145,000,000, is earmarked for pay- 
ment of national health service. 
That will embraze all phases of 
medical care including consulta- 
tion, treatment, medication and 
hospitalization. No breakdown of 
figures and services is available. The 
complete scope will not be realized 
until consultations with medical 
groups are completed prior to a 
third reading. It is estimated that 
nearly 20 million British persons 
are included in existing systems and 
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to double this wiil demand com- 
plete revision of present medical 
practice. It is this portion of the bill 
which is being subjected to severe 
scrutiny both by lay and _ profes- 
sional men. 

Principal victim of the proposed 
legislation is the English system of 
nonprofit societies that administer 
voluntary government-subsidized 
health insurance programs. The 
compulsory nature of the bill will 
close the field of voluntary prepay- 
ment plans. 

Individual weekly payments for 
the average male worker have been 
estimated at go cents, a figure which 
represents about 4 per cent of his 
weekly earnings, to be _ supple- 
mented by 75 cents from the em- 
ployer. Self-employed would be as- 
sessed $1.15 weekly. 

Unemployment because of sick- 
ness or inability to find work, and 
retirement and widows’ pensions 
each will net the individual about 
$5 per week when qualifying. Addi- 
tional allowances are made for de- 


_ pendency status. A worker with a 


wife and two children would realize 
a return of nearly $11 weekly, about 
half the current average weekly 
wage. Additional social benefits are 
provided. 
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Acting Commissioner 

Dr. Charles W. Myers, superin- 
tendent of Indianapolis (Ind.) City 
Hospital, has been named acting 
city health commissioner pending 
the appointment of a permanent 
successor to the late Dr. Herman G. 
Morgan. Dr. Myers will continue 
his duties at the hospital and will 
be assisted in health administration 


by Dr. Gerald F. Kempf, directox . 


of the bureau of preventive medi- 
cine. 





Added Training for 
Personnel Is Offered 


Following the suggestion of one 
of its benefactors, the Childrens 
Hospital Society, Los Angeles, has 
established a fund through which 
its personnel will be able to obiain 
additional training and education 
by visiting hospitals and clinics in 
other cities, according to Rhea C. 
Ackerman, assistant superintend- 
ent. 

The ‘Times-Mirror Company, 
publisher of the Los Angeles 
Times, and long a contributor to 
Childrens Hospital, accompanied a 
recent $2,500 donation to the in- 
stitution with a suggestion that the 
Times-Mirror Company  Educa- 
tional Fund be established. In 
making the donation, the company 
commended the hospital staff “for 
outstanding contribution . . . to 
the care of the sick, afflicted, and 
crippled children of Southern 
California.” 

The publishing company re- 
quested that its contribution “be 
designated as the ‘Times-Mirror 
Educational Fund, same to be used 
for the educational travel and 
study of persons employed by the 
Childrens Hospital, with the hope 
of lasting benefit—both to the hos- 
pital and the deserving personnel.” 

Administration of the fund will 
be under the direction of the insti- 
tution’s personnel practice com- 
mittee consisting of three members 
of the board, the superintendent, 
assistant superintendent and two 
department heads. 





Plan Annual Meeting 

The first annual meeting of Dis- 
tricts 1 and 2 of the Regional Hos- 
pital Conference will be held at 
Brantford, Ontario, April 26. Jessie 
Wilson, administrator of Brantford 
General Hospital, is chairman of 
the program committee. 





Glyco-HCl 


(Pronounced gly-ko aitch see ell) 


Each capsule furnishes the equivalent of ten minims 


USP Diluted Hydrochloric Acid. 


This preparation 


is stable, non-hy groscopic and effective. For use in 


achlorhydria and hypochlorhydria. 


Send for sample 


Burnham Soluble lodine Co., Auburndale 66, Boston, Mass. 
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ee pioneer in blend- 
ing, Goodall has been a leader 
in presenting to consumers and in- 
dustries the advantages which can 
only be achieved by blending dif- 
ferent fibers and yarns. Today yarn 
and textile authorities agree that 
no one fiber can produce the best 
fabrics for all purposes—and in 





Goodall 


subsidiary of 
; THE FINEST NAME 


Offices in Boston, New York, 
Detroit, Chicago, Los Angeles 
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Development of new design 
and fabric on pilot loom 


Goodall-Sanford, 


GOODALL MAINTAINS LEADERSHIP 


wits Bonded fo Tofrmance FABRICS 








every division of the textile indus- 
try, technicians are attempting to 
achieve perfection by blending. 
To maintain leadership in blend- 
ing, Goodall stylists and technicians 
are constantly designing, experi- 
menting and testing to create 
new and better BLENDED-FOR-PER- 
FORMANCE fabrics. 


inc. 


Mills at Sanford, Maine, and 
Reading, Massachusetts 
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Southeastern Conference 
Dates Are April 25 to 27 


The annual meeting of the South- 
eastern Hospital Conference will be 
held April 25 to 27 in Jacksonville, 
Fla. Problems of general interest to 
hospital administrators will be dis- 
cussed, 

Arrangements have been made 
for about 50 commercial exhibits 
according to W. E. Arnold, presi- 
dent-elect of the conference and 
superintendent of St. Luke’s Hos- 
pital, Jacksonville. 





DISTRIBUTE REPORT 
ON MIDYEAR MEETING 


Transactions of the American 
Hospital Association’s Midyear 
Conference have been sent to all 
presidents, secretaries and repre- 
sentatives of hospital associations 
and surveys. The meeting was held 
in Chicago February 8 and 9. 


Many of those attending the con- 
ference had requested a resume of 
the discussions. The 61+page 
mimeographed book is not a de- 
tailed verbatim report, but a digest 
of the proceedings. 

















SEAMLESS 
Hospital Standard 


Cloth Inserted 


Rubber Specialties 





RUBBER SUNDRIES DIVISION 


The SEAMLESS RUBBER @jany 





NEW HAVEN 3, CONN., U.S.A, 


AEG, U.S. PAT. OFF. 
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Council to Submit 
Four Projects for 
Committee Action 


Four major activities of the 
American Hospital Association's 
Council on Professional Practice 
were approved and recommended 
for Coordinating Committee action 
at a meeting of the council in Wash- 
ington, D.C., March 9. The mem- 
bers recommended that: 

—The revised edition of the man- 
ual on “Management of Tuber- 
culosis in General Hospitals” re- 
written by Dr. William H. Oatway 
Jr. be published. The present edi- 
tion of the manual, which appeared 
in 1939, is out of print. Suggestions 
for distribution were also discussed. 

—The Association adopt the pro- 
posed basic standards for hospital 
dental service required of hospitals 
approved by the American Dental 
Association. Proposed by a commit- 
tee of the dental organization, the 
standards were reviewed carefully 
by the Council on Professional 
Practice. All recommendations 
made by the council have been ac- 
cepted and incorporated in_ this 
latest revision. 

—The Association become an 
active member of the National 
Council on Rehabilitation and the 
Council on Rheumatic Fever of 
the American Heart Association. 

—A council committee be ap- 
pointed to work with the American 
Public Health Association to de- 
velop a statement of policies rela- 
tive to public health measures in- 
creasingly becoming a part of hos- 
pital practice. 

The subcommittee report on 
methods of sterilizing clinical ther- 
mometers indicated that research 
must be conducted before satis 
factory sterilizing procedures can 
be set up. One of the council mem- 
bers will investigate the possibility 
of obtaining such research by one 
of the nation’s leading universities. 
In addition to protecting the pa- 
tient, good sterilization procedures 
for thermometers are needed to 
prevent destruction of pigment on 
them. 

A questionnaire on venereal dis- 
ease diagnostic routines will be sent 
to member hospitals during April. 
A second questionnaire on person- 
nel sent out to all members late in 
March seeks information about 
personnel employed, recruitment 
for student nurse fall classes and 
plans for using volunteer aides. 
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HDR MASSAGE TANKS 


© MEET THE NEEDS OF WAR CASUALTIES, the demands on the physical medi- 
Cm equipment of the nation will be very great. Many hospitals will find 
it imperative to install new or improved hydrotherapy tanks to cope with the 
many cases needing full body immersion facilities for satisfactory rehabilitation. 
The advantages of tanks over pools are well known, and the unique features 
of Ille Hydromassage Tanks in comparison with other designs (with consequent 
superior results) are thoroughly appreciated.* 


Et) BOTH ENDS ARE OVAL SHAPED 


Technician can reach every part of the patient’s body without entering the tank 


ADJUSTABLE BUILT-IN HEAD-REST— ADJUSTABLE BODY HAMMOCK 
Patient is able to relax with his head on head-rest and body supported by hammock 


TANK SIZE 


Allows complete range of motion of all joints 
COMPLETE FILLING OR EMPTYING IN FIVE MINUTES 


Facilitates number of treatments 


TWO ELECTRICALLY DRIVEN TURBINES 


Gentle hydromassage, simulating rubbing and stroking movements of manual 





massage, directly to affected parts 


THERMOSTATIC WATER MIXING VALVE 


Permits rapid temperature changes 


WATER STRETCHER WITH OVERHEAD ELECTRIC HOIST 


For easy immersion of incapacitated patients 
BODY SLING 
Allows swimming motions to aid joint movements 
* Currence, J. D., Archives of Physical Therapy., 29:84, 1938. 
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Baltimore Hospital Service 
Plan Moves to New Building 
Effective March 11, the address 

of the Associated Hospital Service 

of Baltimore, Inc., the Blue Cross 

Plan serving Maryland, became 15 

E. Fayette Street, Baltimore 1. 

A four-floor building in the heart 
of the downtown section became 
available when the Fidelity Trust 
Company merged with the Public 
Bank of Maryland, the former oc- 
cupant of the building. The Fidel- 
ity Trust will maintain a small of- 
fice on the first floor for a period of 
one year, after which time the en- 
tire building will be at the disposal 
of the Maryland plan. 








CLEVELAND HOSPITALS AND FLORISTS 
ADOPT SIMPLIFIED GIFT PROCEDURE 


The members of the Cleveland 
Hospital Council, realizing the 
amount of employee time con- 
sumed in caring for patients’ flow- 
ers, worked out a wartime proced- 
ure, with the Cleveland Florists’ 
Association by which flowers sent 
to hospitals were delivered in such 
a manner as to minimize work in 
preparing them for the patient’s 
room and in maintaining the flow- 
ers in proper condition. 

This cooperative arrangement 
was so satisfactory that the council 
has now effected a continuing pro- 
gram with the florists’ association. 
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Provides all 9 desired requisites as a superior 
therapy in thermal, acid and caustic burns. 


Provides for mechanical exclusion of air at site of burn « Insures 


prompt relief of pain « Aids in abating burn shock « Bacteriostatic 
influence » Non-toxic effect « STIMULATES TISSUE REPAIR + Rapidly 


reduces inflammation and edema « Results in absence or marked 


reduction of scar tissue *« Tends to shorten convalescent period. 





AVAILABLE FORMS 
AQUEOUS SOLUTION: 
Bottles of 8, 4 and 

1 fluid ounce. 
OINTMENT: 
Jars of 1 Ib. and 1 oz. 


. 
ORDER TODAY through your 
surgical or hospital supplier. 


HYDROSULPHOSOL is a true solution of sulfur 
bearing compounds resulting solely from the reduc- 
tion of flowers of sulfur by a catalytic process. In 
aqueous solution, it is capable of rapidly releasing 
its high concentration of sulfhydryl ion (-SH radical) 
in such form as can be effectively utilized by the 
body in the synthesis of sulfur-containing amino 
acids . . . functionally active in cell stimulation and 
directly related to tissue respiration and repair. 


Unlike the sulfa group and many other sulfur com- 
pounds, Hydrosulphosol is non-toxic when adminis- 
tered orally or topically applied in heavy concentra- 
tions, and will not result in damage to liver anc 
kidney function, 


Reprints of scientific papers by authoritative 


investigators available on request. 


Distributed by 


REES-DAVIS DRUGS, INC. 


MERIDEN CONNECTICUT 








The recommendations, which the 
association has agreed will be hung 
in each retail florist shop include 
the following points: 


REGULATIONS 


1. Cut flowers must be received 
at the hospital in a suitable con- 
tainer with a flower preservative. 
This eliminates changing water, 
cutting stems and removing them 
from the patient’s room at night. 

2. Flowers will not be accepted 
at the hospital after 4:30 P.M. on 
week days. 

3. Flowers will not be accepted 
on Sunday at any hospital. 

4. Flower arrangements or 
potted plants are restricted to not 
over 21” in diameter. 


HELPFUL SUGGESTIONS 


1. Give florist the given name of 
the patient (Mrs. Mary Smith, not 
Mrs. John Smith) to agree with 
registry of patients at the hospital. 

2. Always give florist the pa- 
tient’s home address, as well as the 
name of the hospital to which the 
flowers are to be sent. 

3. Tell the florist to arrange 
cut flowers in a container (with 
preservative), or order an attrac- 
tive potted plant when they are 
in season. 

4. Order flowers at least a day or 
two ahead, to give florist sufficient 
time to arrange the flowers and 
make delivery. 

5. Hospitals request an interval 
of three days following operations 
before flowers are delivered to 
patients. Time orders accordingly. 
Attractive “welcome home” flow- 
ers are preferable to sending flow- 
ers to a patient in a hospital for 
only a day or two. 





New Hospital Proposed 


Plans for erection of a 255-bed 
hospital in Lexington, Ky., to serve 
central and eastern Kentucky and 
to be known as the Central Baptist 
Hospital, have been announced. 





H.W.BAKER |INEN CO. 


OLDEST AND LARGEST ORGANI 


ZATION OF ITS KIND IN THE U.S. 
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tHE NEW DOEHLER “ADAPTO BED" rits it! 


| LOW CARDIAC POSITION : | BRONCHOSCOPIC POSITION 
HIGH CARDIAC POSITION 


l 
a 


READING OR EATING POSITION 

















SPINAL HYPER EXTENSION POSITION 














RESTING POSITION 


*ALL FOUR SECTIONS of the spring 
surface of the new DOEHLER 
ADAPTO BED can be raised or lowered. 


EACH SECTION, as well as the back rest, can PATENT APPLIED FOR 
be adjusted to any desired angle, and to convenient stretcher-level. There’s never a sag 
in the mattress or spring. The entire length of the mattress contributes to patient-comfort. 
Pillows and bolsters need not be used. 


RESPIRATORY POSITION 





*THE ELEVATOR PISTON (patent applied for) utilizes for the first time an engineering-proved 
principle in bed design and construction. Its silent, simple, 
easy-working mechanism follows convenient, gatch-spring 
Operation. 








Ain: 
ae FACTORY: PLAINFIELD, CONN. 
, ’ DOEHLER METAL FURNITURE CO., INC. 
Ask qos dealer for poetend = white EXECUTIVE OFFICES: 192 Lexington Ave., New York % N.Y. 
the Doehler office in New York. SALES OFFICES: Washington, D. C.* Los Angeles * San Francisco * Portland, Ore. 
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Association Enrolls 


Veterans Hospitals 
As Active Members 


The enrollment of 100 veterans 
hospitals—located in 45 states and 
the District of Columbia—as mem- 
bers of the American Hospital As- 
sociation is unusually significant 
and stimulating to the entire field 
of hospital care. As Dr. Paul R. 
Hawley, chief medical director of 
the Veterans Administration, points 
out in the accompanying statement, 
this is the first time the federal 
government has approved the par- 
ticipation of any federal hospital in 
a hospital association. 

Full state association member- 
ship has been extended to hospi- 
tals in 18 affiliated states. Dr. Peter 
D. Ward, Association president, in 
his personal letter to state associa- 
tion presidents, has pointed out 
that their associations can do much 
to foster cooperative effort and good 
will. 

The personal contact which the 
state association can maintain with 
the directors and personnel of vet- 
erans hospitals will lend increased 
value to association membership, 
he said. Letters received from state 
associations, commenting on the 
membership, point out that this 
relationship is most desirable and 
that they favor working closely with 
the administration of veterans hos- 
pitals. 

Members of the Association have 
announced their intention to do 
everything possible to serve the vet- 
eran needing hospital care. With- 
out doubt—in the immediate future 
and through the following years— 
the combining of voluntary and 
government hospitals will be rec- 
_ ognized as a forward step. 

The addition of these hospitals 
brings the total of tax supported 
hospitals, which now hold member- 
ship in the Association, to more 
than 600 institutions. 





Dr. Hawley’s 


Statement 








The contract with the American 
Hospital Association will permit 
each Veterans Administration hos- 
pital to use the many privileges and 
services of membership. 

The Veterans Administration 
now operates 100 hospitals; under 
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Tuberculosis 
Castle Point ..22-.5 -3.-.00c00c New York 
Excelsior Springs .............. Missouri 
|g Se 77 rae New Mexico 
UUM oto oon. An Picts Texas 
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ES ee eee North Carolina 
DMD WOO © os.2025ccc55:.-ccieseee Kentucky 
Rutland Heights ...... Massachusetts 
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ICMR Se 8c hon at ton ee Arizona 
WAMA WOLD 2.2... ccccccace Washington 
WPBUIKOSNG ......c.-c.cescceescsonce Wisconsin 
LL |e a ee ae eS Arizona 
Neuropsychiatric 
American Lake ............ Washington 
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Canandaigua .................... New York 
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Coatesville .................2 Pennsylvania 
EZ | Illinois 
LLC a Illinois 
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USA OS eee eta Colorado 
oe pe Dc S. Dakota 
Chri oe i ee Mississippi 
(ce 1 a rei ae a Iowa 
(ood rr Kentucky 
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LO TO ES Eee ee en Indiana 
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Murfreesboro .................. Tennessee 
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North Little Rock.............. Arkansas 
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eRe RE RE Texas 
WWRUSWODUD: ..c205c55.2.occccs essence Kansas 
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*No hospital beds—all domiciliary. 





Veterans Administration Hospitals Join Association 


General Medical and Surgical 
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the proposed building program for 
the next two or three years, this 
number will be increased to 183 
permanent hospitals with a bed 
capacity for 151,500 veterans. These 
will include 105 general medical 
and surgical, 49 neuropsychiatric 
and 29 tuberculosis hospitals. The 
Veterans Administration thus will 
become one of the largest operators 
of hospitals in the world. 

By joining the American Hospi- 
tal Association, Veterans Adminis- 
tration hospitals will join with 
some 3,500 civilian and state insti- 
tutions in exchanging information 
which will be mutually beneficial. 
The Veterans Administration thus 
becomes the first federal agency 
whose hospitals join the American 
Hospital Association as a group. 








Representatives of this govern- 
ment agency will work with others 
interested in hospital service of the 
highest type. For example, the 70 
councils and committees in which 
the present 400 members partici- 
pate are expected to provide new 
ideas which may be adapted to our 
own hospitals. ; 

Each Veterans Administration 
hospital will be entitled to nomt- 
nate a member of its personnel to 
represent it at meetings of the 
American Hospital Association 
membership and will be entitled 
to participate in the affairs and ac 
tivities of the American Hospital 
Association. 

Hospirats, the official journal of 
the American Hospital Association, 
also will be sent to each institution. 
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Tentative steps for a long range 
program to meet problems of men- 
tal hospitals and mental units of 
general hospitals have been out- 
lined briefly by the Committee on 
Mental Hospitals of the Associa- 
tions Council on _ Professional 
Practice. 

The committee has been organ- 
ized to clarify objectives and meth- 
ods of procedure to eliminate the 
barriers existing between general 
and mental hospitals. Specific pro- 
cedures will be developed in future 
meetings which will follow sessions 
of the Board of Trustees and the 
Coordinating Committee in June. 

Suggested as steps for meeting 
the existing problems were: 

1. A statistical study and anal- 
ysis of psychiatric services in gen- 
eral hospitals. 

2. Expansion of standards for 
psychiatric hospitals and outpatient 
clinics approved by the American 
Psychiatric Association in 1945-46 
to apply to mental units in general 
hospitals. 

3. Establishing of a consultation 
staff to correlate the suggestions 
and work out the problems of men- 
tal and general hospitals. 

4. Developing centers for tempo- 
rary stay of neurosis cases in gen- 
eral hospitals before transfer to 
psychiatric units or discharge. 

5. Utilizing Hospirats as a me- 
dium for developing articles, for- 
ums and sections pertinent to an 
education program. 

6. Promoting participation of 
mental hospitals in institutes con- 
ducted by the American Hospital 
Association, 

7. Participation in the American 
Hospital Association sectional con- 
vention program. 

8. Encouraging increased use of 
material available from the Bacon 
Library. 

The committee, with Dr. Fred- 
erick MacCurdy, commissioner of 
| the Department of Mental Hygiene 
| of New York, as chairman, met 
7 March 7 at the New York Psychi- 
| atric Institute. This is the second 
: meeting of the group which held its 
| organizing session last year. 

Other committee members are: 


| Dr. Daniel Blaine, recently named 
Supervisory director of all veterans 
mental hospitals; John R. Stone, ad- 
Ministrator of the Menninger Sani- 
| tarium, Topeka, Kans.; Dr. S. W. 
: Hamilton of the U. S. Public Health 
Service, Dr. M. A. Tarumianz, super- 
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MENTAL HOSPITALS COMMITTEE DRAFTS 
PLANS FOR EXTENSIVE FUTURE PROGRAM 





PERSONAL VISITS TO 
LIBRARY INCREASING 


With 290 requests received and 
86 personal calls for reference ma- 
terial during February, the Bacon 
Library continued its expanding 
service to interested personnel, 
Helen V. Pruitt, librarian, reports. 

In response to requests received, 
material was sent to 228 persons, 
letters were written to 27 and let- 
ters of referral were written to 16. 
Letters from student nurses totalled 
19. Of those requesting material or 
information 84 per cent were hos- 
pital personnel and 16 per cent 
were from departments or individ- 
uals representing interested groups. 

January’s list of 313 requests was 
second high to 314 in October 1945. 
There were 251 requests in Febru- 
ary 1945. 











intendent, Delaware State Hospital, 
Farnhurst; Dr. J. Freemont Bateman, 
superintendent, Columbus (Ohio) 
State Hospital; and Dr. Clifton T. 
Perkins, Massachusetts commissioner 
of mental health. Dr. Hugo V. Hull- 
erman and Kenneth Williamson at- 
tended as non-members. 

At present 125 state mental hos- 
pitals in 34 states, including all 
state mental facilities in six states, 
are members of the Association and 
many other mental hospitals have 
either institutional membership or 
their administrators are personal 
members. Recently 33 Veterans Ad- 
ministration mental hospitals were 
added to the membership list. 





Corporation Laws Apply to 
Nonprofit Collection Group 


In New York state an incorpo- 
rated nonprofit agency devoted to 
collecting bills for nonprofit hospi- 
tals has no immunity under the 
laws governing the practice of law 
by corporations, according to a Feb- 
ruary 15 decision by Justice J. Haas 
in the Municipal Court of New 
York City. 

The agency involved is the Hos- 
pital Credit Exchange which had 
sought to collect a hospital bill 
through action filed by a salaried 
lawyer. Justice Haas, granting that 
the Hospital Credit Exchange 
served a worthy purpose, held that 
it could not seek court action as a 
corporation without violating the 
law. 





Commission Rejects 
N.Y. Comprehensive 
Health Care Plans 


New York’s compulsory medical- 
health plan has been temporarily 
postponed, an article in the March 
issue of Insurance Economics Sur- 
vey points out. The temporary 
state commission appointed by the 
New York Legislature in 1944 to 
study the question has reported to 
Governor Thomas E. Dewey. 

The majority report, signed by 
nine members, stated they were not 
prepared to recommend any plan 
for medical care and hospital in- 
surance until there has been more 
experience in the field. 

The New York Herald Tribune 
for February 16, in quoting the 
majority report said: 

“A comprehensive plan for medical 
care includes hospitalization; physi- 
cian’s care at home, in the office, and 
in the hospital; nursing care, diagnos- 
tic services, and limited dental care. 
The cost of this type of plan covering 
every resident of the state has been 
variously estimated but it would 
probably be at least $400,000,000 a 
year. This would mean a cost of at 
east $30 per capita. The commission 
is of the opinion that this sum repre- 
sents too great an expenditure to be 
imposed on the people of the state, 
either directly or indirectly through 
governmental authority, until there 
has been more experience in the field 
of medical and hospital insurance. 

“There would be serious difficulties 
in administering medical care to 
13,000,000 people and avoiding abuses 
and deterioration in the quality of 
service. Furthermore, the facilities in 
the state with respect to medical, den- 
tal, nursing and hospital care would 
need to be greatly expanded.” 

The report said the commission 
was unwilling to recommend “an 
experiment on such an enormous 
scale and at such cost and risk” 
and endeavored to find “some plan 
less than a comprehensive plan, 
which might be used to test out the 
practicability of a compulsory pre- 
payment plan of medical care,” but 
that there appeared to be no such 
plan on which the members could 
agree. 

After a fifteen months’ study, the 
majority report went on, the com- 
mission “has come to the conclusion 
that to make an experiment in a 
field heretofore nongovernmental 
and an experiment at such great 
cost and affecting 13,000,000 people, 
is something which deserves further 
study before definite action is 
taken.” 
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Hospital, Nursing Leaders 
Honor Annie W. Goodrich 


A luncheon for Annie Warbur- 
ton Goodrich, R.N., was held Feb- 


ruary 26 at the Waldorf-Astoria - 


Hotel, New York City. Planned by 
the American Journal of Nursing 
and attended by leaders in the hos- 
pital and nursing fields, the lunch- 
eon honored her contributions to 
nursing education on her eightieth 
birthday anniversary. 

Miss Goodrich, who graduated 
from New York Hospital School of 
Nursing in 1892, has been superin- 
tendent of nurses at several New 
York City hospitals including St. 





Luke’s, Bellevue and Allied Hospi- 
tals, Post-Graduate and New York 
Hospital. 

Active in national nursing affairs 
for many years, she has been presi- 
dent of the American Federation of 
Nurses, the International Council of 
Nurses and the American Nurses 
Association and was first president 
of the Association of Collegiate 
Schools of Nursing. 

Between 1923 and 1934 Miss 
Goodrich was dean of the Yale Uni- 
versity School of Nursing, which 
she organized. She is currently a 
member of the board of nursing 
advisers for the Institute of Living, 
Hartford, Conn. 












Levernier 
Pat. No. 
1949315 


THe 


Presenting 


CVCINLEL 
Postwar Models 


THESE ARE THE WORLD'S FINEST 
FOOT-PEDAL DISPENSERS, AND 
NO GUESSING ABOUT IT. 







Levernier Pat. 
No. 1949315 


PORTABLE FOOT PEDAL 
SOAP DISPENSERS 











for full particulars. 





Trouble proof throughout. Strong, efficient, economical, ac- 
curately machined, handsomely finished in chrome plating. 
The jars hold one gallon soap each. Discharge spouts fully 
rotary. These dispensers are equipped with plastic pump 
pistons, no leather, no rubber. 

The invention of Martin W. Levernier, this country's author- 
ity on foot-pedal soap and alcohol dispensers. Write Dept.-H4 


THE LEVERNIER LABORATORIES, Inc. 


Capable of Serving You—Worthy of Your Patronage 
SYRACUSE, INDIANA 
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Construction Plan 
Survey Is Called 
Need of Hospiials 


Hospitals need a service to re. 
view tentative hospital construction 
plans, reports the Hospital Plan- 
ning Review Service Commitice of 
the Council on Hospital Planning 
and Plant Operation. The commit- 


tee, whose chairman is James Mc. 


Nee, superintendent of St. Luke’s 
Hospital, Duluth, Minn., met Feb- 
ruary 28 at Chicago. 

Such a service would supplement 
the work of a hospital consultant, 
the committee found, and in many 
cases would provide consultation 
service for hospitals which cannot 
obtain this type of help at the pres- 
ent time. 

The second phase of the commit- 
tee’s work—recommending the form 
of the Hospital Planning Review 
Service—is nearly completed. The 
service cannot take on fact-finding 
activities, but will be limited to 
critical functions. The committee 
plans to submit its report to the 
council at its meeting on June 6. 

In addition to Mr. McNee, mem- 
bers of the committee are: 


The Rev. John W. Barrett, Catholic 
Hospitals, Archdiocese of Chicago; 
Harold A. Grimm, superintendent of 
Millard Fillmore Hospital, Buffalo, 
N. Y.; F. Ross Porter, assistant super- 
intendent of Duke Hospital, Durham, 
N. C.; Harold K. Wright, superin- 
tendent of Methodist Hospital, Sioux 
City, Iowa and Dr. Vane M. Hoge, 
U. S. Public Health Service, Wash- 
ington, D. C. 
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Dates Set for ‘Know Your 
Public Health Nurse Week’ 


The National Organization for 
Public Health Nursing, in coopera- 
tion with the U. S. Public Health 
Service, has announced that a 
“Know Your Public Health Nurse 
Week” will be held April 7-13. 

Sponsored jointly by these groups 
as a public education project, the 
week is intended to make the public 
and allied professional workers in 
the health field better acquainted 
with public health nursing service. 
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The Curity 
Surgical Mask 


An Effective Ambush for 
Breath-Borne Bacteria 





Breath-borne bacteria are stopped short by the 
Curity Surgical Mask. It is the result of constant 
experiment with many types of deflection and 
filtering materials in the Bauer & Black Research 
Laboratories. 


Its efficacy has been repeatedly demonstrated 
in bacteriologic tests. An atomized spray of a 
standard growth of Staphylococcus albus is 
forced by compressed air through an’ experi- 
mental chamber for a distance of 12 inches to an 
exit guarded by a Curity Surgical Mask protect- 
ing a culture plate. As a control, an identical set- 
up was carried out without the mask’s protection. 
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Protection and Comfort Assured 
Scientifically designed, the Curity Surgical Mask 
assures protection to patients and personnel. 
Nasopharyngeal bacteria are actually filtered — 


A product of 


mm (BAUER « SBEACK) | 


Division of The Kendall Company, Chicago 16 
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no droplets penetrate the specially woven filter 
fabric covered on both sides with fine mesh gauze. 
Snug tailoring about cheeks and chin prevent de- 
flection of breath. Its trim lines assure adequate 
“nose room,” and a metal insert in the top per- 
mits molding to your face’s contour, preventing 
fogging of spectacles. 


Efficiency and comfort make the mask an asset 
in the Operating Room, Nursery and Wards. 


Tests Show Efficiency 
Typical results of testing are given in the follow- 
ing table: 





Number of Colonies 








Curity Control 
Experiment Surgical Mask (No Mask) 
Gross 
So PORE ilcaveeeues contamination 
Nee Pesci sccicnd Wu esewtactiodera 5,721 
IO le care ecw es Dic wicnwsneaan ee 4,336 
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Dewey Asks Increase in 
New York Health Budget 


An increase of $11,000,000 in an 
appropriation for the New York 
State health improvement program 
has been requested by Gov. ‘Thomas 
E. Dewey. In a March 4 special 
message to the legislature, Gover- 
nor Dewey asked that $14,000,000 
a year be made available for an en- 
larged program. 

Points included in the expanded 
health care plan are: A plan de- 
signed to eliminate tuberculosis 





over a 20-year period, additional 
state financial assistance for local 
health departments and expansion 
of their services, inauguration of a 
recruitment and training program 
for public health doctors and nur- 
ses, establishment of an interdepart- 
mental health council and develop- 
ment of new public health program 
to include services in all schools. 
Recommendations for the new 
program are based on a study made 
by a special interdepartmental com- 
mittee headed by Dr. Edward S. 
Godfrey Jr., commissioner of health. 








The 
INDEX 
for 
the 
SECOND 
HALF 
of 
1945 


they wish. 





NOW AVAILABLE 





The second number of Volume I of the Index to Current Hospital 
Literature has been mailed to subscribers. This issue covers the 
last six months of 1945. The first number of Volume II, indexing 
the articles appearing in the current periodicals for the first half 
of 1946, will be published in July 1946. The subscription rate is 
$3 a year for the two issues. A few copies remain of the first two 
indexes and new subscribers may request these back issues if 


The Bacon Library 


AMERICAN HOSPITAL ASSOCIATION 


18 E. Division Street, Chicago 10 














Airborne Infections 
Reduced by Use of 
New Oil Treatment 


Sharp reduction in the incidence 
of airborne infections in hospitals 
and homes through the use of a new 
oil treatment process for blankets 
and linens is predicted by the Amer- 
ican Institute of Laundering, Joliet, 
Ill., which has released the experi- 
mental information with the author- 
ity of the Air Quartermaster Gen- 
eral. 

The process, which is simple and 
easily adaptable, may soon be avail- 
able for public use. 

Consideration of blanket treat- 
ment originated during epidemics 
of respiratory diseases in Army and 
Navy installations during early days 
of the war. Research proved that 
the oiling of hospital and barracks 
room floors substantially reduced 
the incidence of colds. 

Under the jurisdiction of the 
commission, repeated experiments 
produced an oil formula for the 
treatment of woolen blankets and 
linen in the final rinse of the laun- 
dry process. The oil, in an emulsion, 
was made from liquid petroleum in 
whitish form and poured into the 
final rinse water. 

Blankets and bed linens treated 
with the preparation were found to 
be warmer and gained impercepti- 
bly in weight. To an observer there 
was almost no indication of the 
use of oil. No fire hazard was added. 
According to the report of several 
investigators, the number of bacte- 
ria in the air was cut almost in half. 





New ‘Help for Hospitals’ 
Publicity Campaign Coming 


In a further effort to relieve per- 
sonnel shortages in hospitals, an- 
other “Help for Hospitals” national 
publicity campaign has been sched- 
uled for April 1 to 7. 

The Council on _ Professional 
Practice sent a questionnaire to 
member hospitals late in March in 
an attempt to discover whether per- 
sonnel shortages—both professional 
and non-professional—are being re- 
lieved by the campaigns and how 
much longer “Help for Hospitals’ 
publicity will be needed to give 
national attention to the shortage. 

Suggestions for local activity in 
connection with the national cam- 
paign may be found in Hospirats 
for March, pages 60 and 61. 
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Carolinas-Virginias Group 


Plans Regional Conference 


Program and exhibit  arrange- 
ments are being completed for the 
1946 meeting of the Carolinas-Vir- 
ginias Hospital Conference to be 
held at Textile Hall, Greenville, 
§.C., May 22 and 23. The South 
Carolina Hospital Association with 
George W. Holman, president, will 
be host. Association headquarters 
will be in the Poinsett Hotel. 

J. B. Norman, superintendent of 
Greenville General Hospital, is 
head of the program committee; 
Luella Schloeman, superintendent 
of Shriners Hospital for Crippled 
Children, Greenville, is chairman 
of local arrangements and C. K. 
Shiro, superintendent of Spartan- 
burg General Hospital, heads the 
exhibitors’ committee. 


Inquiry concerning hotel facili- 
ties should be addressed to K. B. 
Miles, secretary of the Chamber of 
Commerce, Greenville, S. C. 


oe 





Bureau of Standards Elects 
Board Members at Meeting 


Six new board members were 
elected during the annual meeting 
of the Hospital Bureau of Standards 
and Supplies held February 28 in 
New York City. New directors are: 

John F. McCormack, superintend- 

ent of Presbyterian Hospital, New 
York City; George F. Holmes, super- 
intendent of Manhattan Eye and Ear 
Hospital, New York City; F. Stanley 
Howe, director of Orange (N. J.) Me- 
morial Hospital; William E. P. Col- 
lins, superintendent of Staten Island 
(N. Y.) Hospital, and Neal R. John- 
son, purchasing agent of Johns Hop- 
kins Hospital, Baltimore. 
Mr. McCormack was elected pres- 
ident of the board at the directors’ 
meeting which followed the general 
session. 
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White Haven, (Pa.) Sanatorium 
Merges with Medical School 


White Haven (Pa.) Sanatorium, 
located 100 miles north of Phila- 
delphia in the Pocono Mountains, 
has merged with Jefferson Medical 
College, Philadelphia. Approxi- 
mately $1,300,000 in physical facili- 
ties and securities have been turned 
over to the college. 

The sanatorium board will re- 
Main intact to receive annually the 
reports on the progress of tubercu- 
losis treatment and research from 
the college. 
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Pioneers in 
Lighting Equipment 
. - - Since 1880 


From our No. 47 Flyer Catalog, we show here a few 
models, especially adapted for institutional use, 
that are available for reasonably prompt delivery. 








EXAMINATION 
LAMP NO. 3805 


Controlled light where needed. 
Flexible arm. Adjustable 30"' to 
60". White enamel and chrome 
or statuary bronze. 





NO. 153A 
may Flexible-arm desk 
lamp. 
ADJUSTABLE-ARM 
DESK LAMP NO. 1989 
Swings right or left. Horizontal extension. 
Clamps to desk or table. Also available in 
floor stand model. 
"3.W AY" 
UTILITY 
INDIRECT FLOOR LAMP 
FLOOR LAMP porn 
ilting shade, for direct, con- 
nme Py AR 
night light. 


tiful bronze or chrome finish. 





Louver type. Height, 65''. Beau- 

















FLUORESCENT 
DESK LAMP NO. 3054 


Adjustable Louvered shade. Rippled 
bronze and gold finish. 


If you have not received our No. 47 Flyer 
Catalog, write us at once for your copy. 


DECATUR, 








JF QAU€S Manufacturing Company 








ILLINOIS 
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(continued from Page 28) 


tenance of a hospital chart during 
the period of care. 

Note: Only one hospital admission may 
be counted for a patient during the period 
of his continuing as an inpatient of the 
hospital. If, after discharge, he presents 
himself as a new case at a subsequent 
time, this is another admission. Each in- 
fant born in the hospital (except still- 
born) is a hospital admission, but should 
be separately classified. 


Patients under treatment at the begin- 
ning of a year or given period of time are 
not to be included among the admissions 
during that period of time. 

A hospital inpatient discharge is 
the release of a patient for whom 
hospital bed care has been rend- 
ered, and for whom a _ hospital 
record has been maintained. 
Deaths should be included among 
discharges, but separately classified 
and reported. Stillbirths should be 
excluded. 

Stillbirth. “A stillborn child is 
one which shows no evidence of 
life after complete birth (no 
breathing, no action of heart, no 
movement of voluntary muscle). 
Birth is considered complete when 
the child (head, trunk, and limbs) 
is entirely outside the body of the 
mother, even if the cord is uncut 
and the placenta is still attached.” 
The foregoing definition has been 
adopted by the United States Chil- 
dren’s Bureau upon recommenda- 
tion of a committee of well known 
obstetricians. Stillbirths should be 
recorded and reported in all sum- 
maries of activity, but should not 
be included in totals of admissions 
or discharges. 

A bed-day is a 24-hour period 
during which a hospital bed, which 
is part of the “bed complement,” 
is held available for the use of in- 
patients. 


A patient-day is that period of 
service rendered a patient between 
the census-taking hours on two 
successive days, the day of discharge 
being counted only when the 
patient was admitted that same 
day. 

Note: This number of patient-days for 
any one day is calculated as follows: 

To the midnight census at beginning of 
day add one patient-day for each admis- 
sion and deduct one patient-day for each 
discharge during the day; to this total 
add one patient-day for each patient who 
has been both admitted and discharged 
during the day. 

An alternative formula which gives ex- 
actly the same result for any given day 
is the following: 

To the midnight census at the end of 
the day add one patient-day for each 
patient who has been both admitted and 
discharged since the previous census. 

For patients both admitted and dis- 
charged between one daily census and 
another, a day of care will be recorded, 
provided the patient is admitted, occupies 
a hospital bed, and has a hospital chart 
maintained. 

Patient-days for adult and child patients 
should be separated from those of new- 
born infants. All calculations of number 
of days or cost-per-day should indicate 
clearly whether (and how many) new- 
born infant days are included. 

A clinic visit is the occasion of 
treatment or any personal profes- 
sional service to an outpatient in 
any subdivision of the clinic for 
treatment or. any _ professional 
service. 


Note: The visit is the unit of out- 
patient service corresponding to the 
patient-day for inpatient service. If an 
individual receives several services on the 
same day, whether in the same or separate 
divisions of the outpatient department, 
several “visits” should be recorded. Serv- 
ices of the x-ray and physiotherapy de- 
partment, pharmacy and _ laboratories 
should not be recorded as “visits” but as 
“films,” “‘fluoroscopies,” “x-ray _ treat- 
ments,” “physiotherapy treatments,” “pre- 
scriptions,” “tests,” etc. This procedure 
differentiates the special services in a 
more effective manner and does not inter- 
fere with their addition to the total of 





By Way of Acknowledgement 


I BELIEVE IT to be my duty at this 
time to acknowledge the sense of 
appreciation of the board of direc- 
tors to the entire staff of the hospi- 
tal for the manner in which they 
have fulfilled their duties during 
the past year. Their devotion to 
their work has indeed been “above 
and beyond the line of duty.” 

The directors have tried — with- 
in their means — to compensate for 
the long weary hours of overtime 
but often these extra hours, or 
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From the report of the president in 
the annual report of General Hospital 
of Saranac Lake, N. Y., 1944; Mrs. 
Genevieve V. O’Brien, R.N., superin- 
tendent; T. E. Williams, president. 





days or nights, may seemingly have 
gone unnoticed and with this in 
mind I wish to express to each 
member of the hospital staff the 
personal thanks of the board of di- 
rectors. 


“visits” if a hospital administrator <on- 
siders the summation desirable. 


a. The clinical examination of the ap- 
plicant by the admitting doctor is to be 
counted as a visit. 

b. No visit is to be counted for the in- 
terview of the applicant by the admitting 
department. 

c. No visit is to be counted if a patient 
is registered in a department of the ciinic, 
but a doctor fails to see him. 


DEFINITIONS OF MEASURES OF 
HospiraL UTILIZATION 


Average daily census is the aver- 
age number of inpatients receiving 
care each day throughout a given 
period of time. It is calculated by 
dividing the number of inpatient- 
days of care rendered during any 
given period of time by the number 
of calendar-days during the period. 


Example: There were 47,940 inpatient- 
days of care rendered by a hospital during 
the year. The average daily census for 
the year is 131, determined by dividing 
365 into 47,940. 

Second example: A_ hospital renders 
5.465 days during a 30-day month. The 
average daily census is 182. 

Average daily census may be calculated 
for any portion of a hospital’s inpatient 
facilities, such as private-room beds, ward 
beds, cribs, or bassinets. 


Percentage of occupancy for hos- 
pital beds is the ratio of inpatient- 
days to bed-days during any given 
period of time. It may also be ex- 
pressed as the ratio of the average 
daily census to the bed complement. 

Average length of stay for inpa- 
tient service is the average number 
of patient-days rendered to each in- 
patient under treatment during a 
fiscal period. It is determined by 
dividing the total number of pa- 
tient-days of care during a fiscal 
period by the total number of dis- 
charges (including deaths) during 
that period. 


Example: Total patient-days during a 
twelve months’ period, 40,150; total dis- 
charges during same period, 3,491. The 
average stay is 11.5 days (40,150 days 
divided by 3,491). 

This formula is practicable in most 
instances, but is inadequate where (a) 
there is a large difference between the 
number of patients admitted and those 
discharged during the period, or (b) 
where the average length of stay 138 
greater than the fiscal period under con- 
sideration. 

The ideally correct procedure would be 
to determine the total number of days 
care rendered to the patients discharged 
during the period, and to divide this 
figure by the number of patients dis- 
charged during the period. This is recom- 
mended for institutions with a slow 
“turnover” of patients, such as mental oF 
other chronic cases. 

In no case should average-stay be de- 
termined on the basis of total patients 
served during the period, i. e., original 
census plus the total admissions (or dis- 
charges). 


HOSPITALS 








Hand operating 


» "deflector 
} 


TY ie 


cystoscope ap 
tn 


“Destruction of} 
ope <ul f 
oritice with 


electrode 





AMERICAN CYSTOSCOPE MAKERS, Inc. 


1241 LAFAYETTE AVENUE > NEW YORK 59, N. Y. 














REHABILITATION of the old hospital building and new construction were combined in Raiford Memorial Hospital's expansion program. 


Developing a Rural Community Aspital 


RURAL community hospital, de- 
A veloped from a_ 10o-bed pri- 
vately owned hospital, now serves 
the health and medical needs of 
the 55,000 inhabitants of a wide 
area in Virginia. 

Located in Franklin, the capital 
of Southampton County, the 80- 
bed hospital—Raiford Memorial— 
was completed last October. 

Built at a cost of about $200,000 
it is designed to relieve rural doc- 
tors of the necessity of sending pa- 
tients to urban centers for hospi- 
talization and specialized care. It 
also provides clinical facilities for 
diagnosis never before available in 
the rural section it serves. 

The hospital has three operating 
rooms, two delivery rooms, a labor 
room, a maternity ward with 15 
bassinets, laboratories, x-ray room, 
emergency room, electrocardio- 
graph and physiotherapy equip- 
ment and clinical offices. A laundry 
and emergency power plant are 
part of its equipment, as is a com- 
munity owned iron lung. A. G. 
Howell is administrator. 

The clinic is organized separately 
from the hospital but work actually 
is coordinated between the clinic 
and hospital staffs. Operated on a 
group practice system, the clinic in- 
cludes five doctors at present. The 
six major fields of specialized medi- 
cine covered by these men are sur- 
gery, internal medicine, obstetrics, 
pediatrics, radiology and eye, ear, 
nose and throat work. The special- 
ists also serve as general practition- 
ers when they are needed. 
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The start of Franklin’s hospital 
and medical center may be traced 
to the early twenties when Dr. 
Rufus L. Raiford set up several 
beds in his office in order to care 
for acutely ill patients. 

His growing practice led to his 
purchase of an old Franklin hotel 
in 1929. He converted the re- 
modeled hotel into a 10-bed pri- 
vately owned hospital. By 1942 the 
hospital had grown to a capacity 
of 35 beds. While sufficient for the 
needs of Franklin, the facilities 
were incapable of caring for in- 
habitants of the surrounding area. 
It was then that the project which 
led to the new hospital was begun. 

Expansion of the hospital be- 
came a community matter. It was 
incorporated as a nonprofit institu- 
tion and a board of directors from 





A. 6. HOWELL 





the Franklin area was selected, with 
Dr. Raiford as chairman. 


A fund raising drive was 
launched which brought $50,000 
for construction. Another $141,000 
was received from the FWA through 
provisions of the Lanham Act. In 
May 1944 the work of once more 
remodeling the old building and 
the construction of new facilities 
was begun. 


Further expansion of Raiford 
Memorial Hospital is planned for 
the future, One of the problems 
still to be solved is hospital care of 
indigents in the rural area. 

Some progress in prepaid hospi- 
talization already has been made. 
Blue Cross coverage is available to 
most residents of the area. More 
than 5,000 persons have enrolled in 
the plan since arrangements were 
completed to make the county the 
group plan base. Southampton is 
the first Virginia county to secure 
this service. 

A complementary plan for med- 
ical prepayment is available in the 
community. About 1,000 persons 
are covered by this industrial plan 
for employed workers and their 
families. 

Clinical facilities of the hospital 
are available to all doctors in the 
region as part of the effort to local- 
ize care of patients. In addition it 
is hoped that this type of service 
will help interest more young doc- 
tors in rural practice by providing 
modern equipment. and services 
equal to those found in larger 
cities. 





HOSPITALS 




















APRIL 1946, VOL. 20 


.. And Mr. Cleverman has good reason to be 

proud ... proud of his new crested Rosemary 

napery, and equally happy to have discovered 

that American-made tablecloths and napkins 

provide him with the perfect solution to his 
napery problems. 


He’s not alone in this discovery! Leading 
hotels, restaurants, clubs, hospitals and rail- 
roads throughout the country are now setting 
their tables with fine “made tight in 

America” Rosemary Napety. 


. And don’t forget,” says Mr. Cleverman 
happily, “these long-wearing, attractive 
cloths are permanently finished by the famed 
Basco Process .. . for beauty plus economy!” 
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help to keep the program properly 
stimulated. 

Through cooperation in each 
community, volunteer lists of Red 
Cross nurse aides and dietitian 
aides for call duty in rotation 
should be arranged. The date of 
complete recovery cannot be pre- 
dicted, and in view of the time 
and effort put forth in preparing 
the program, it would seem most 
judicious to continue a volunteer 
program until each community has 
become readjusted to peacetime 
needs in caring for the sick. 

The communities and their hos- 
pitals must cooperate in efforts to 
maintain this vast reservoir of ex- 
perience, power and potential ser- 
vice in some semblance of organiza- 
tion in order that it will not 
disintegrate and disappear. As the 
program implies, and as has been 
said by many volunteers them- 
selves, they will continue to offer 
their services as long as there is a 
need, but they will not replace 
paid personnel when such is avail- 
able. 

The organized groups of Red 
Cross hospital volunteers, includ- 
ing both nurse aides and dietitian 
aides, are being included as divi- 
sions in the long established Red 
Cross Disaster Preparedness and 
Relief Corps. This corps was 
formed in 1882 and is well known 
for efficient service in every type 
of disaster and epidemic. By keep- 
ing these groups unified as separ- 
ate divisions of the corps, they will 
always be available for service in 
our hospitals when the need is 
great and urgent. 

Having made the above com- 
ments, based upon the experience 
and plans in our community, I 
would like to add, that in my esti- 
mation the wartime type of ex- 
panded volunteer program cannot 
extend into a sound peacetime pro- 
gram without some changes. These 
changes must be developed on a 
local level to meet local problems 
and situations. 

The volume of work formerly 
accomplished by volunteers will, in 
the main, fall upon personnel re- 
turning from the service or upon 
newly recruited paid workers. In 
filling the gaps that will occur the 
hospitals of our nation can enlist 
the aid and cooperation of the 
local chapter of the American Red 
Cross, the women’s auxiliaries and 
other groups that have always of- 
fered a willing and helpful hand. 
These and other similar bodies, 
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when properly informed, have 
never failed when there is a real 
need to be met. 


Salaried Aides 
Are Called for 


FRANK C. GABRIEL 


Superintendent, Southwestern Presbyterian 
Sanatorium, Albuquerque, New Mexico 


Hospirats were fortunate during 
the war to have the Red Cross vol- 
unteer program. Even with the 
splendid cooperation of young 
women in giving their time to serve 
in hospitals they had a difficult 
time providing proper care to their 
patients—and it would have been 
much worse without the volunteer 
program. Twenty-two per cent of 
our volunteers gave 500 or more 
hours of service to our community 
hospitals, in some cases at great 
sacrifice to the needs of their fam- 
ilies. But as one volunteer nurses 
aide expressed it, she considers her 
decision to take the Red Cross in- 
struction course one of the wisest 
steps she ever took. The training 
received through the service she 
gave was very beneficial to her and 
it gave her a clearer picture of 
hospital problems. 


During wartime a spirit of patri- 
otism, willingness and understand- 
ing was in effect. With the end of 
hostilities, however, a _ different 
feeling apparently exists — the 
prime motive is a thing of the past 
and no longer can the family un- 
derstand why wife or mother 
should take time off her home 
duties to assist in hospitals. The 
public feels that hospitals should 
be nearly normal again, meanwhile 
forgetting that the employment 
problem is more acute now than 
before V-J day. 


On the basis of my observation 
I do not feel the wartime type of 
expanded volunteer program 
would be a sound peacetime enter- 
prise. Of course the need of volun- 
teer help in hospitals will be as 
great in the next few years as ever, 
for the nursing shortage will re- 
main acute. Many returning nurse 
veterans will enter government 
hospital, industrial and _ public 


health service. But without the in- 
centive of patriotism women ill 
not be as anxious to contribute 
their time as during wartime. De- 
pendability of volunteers ca: not 
be expected to be as good in pcace- 
time nor will as many recruits be 
obtained for volunteer service. 


In our hospital we feel that the 
work contributed in the past by 
volunteer aides will have to be 
done by paid aides. It is our 
thought also that if the Red Cross 
could supervise a period of instruc- 
tion for young women anticipating 
hospital employment as salaried 
aides they would make a further 
contribution to the welfare of 
hospitals. 


The Red Cross has accomplished 
a record to be proud of and their 
training of volunteers to help our 
hospitals is one that has been sin- 
cerely appreciated both by the hos- 
pitals and the volunteers. 





Northwestern University 
Plans Huge Medical Center 


Within 25 years Northwestern 
University, Chicago, plans to have 
the world’s greatest center for medi- 
cal research and instruction, Dr. 
Franklyn Bliss Snyder, the univer- 
sity’s president said in announcing 
an expansion program to be started 
soon and involving expenditure of 
from $95,000,000 to $150,000,000. 


Erection of 16 buildings is 
planned with 10 of the proposed 
structures designed for the medical 
center. Designated funds will cover 
cost of construction and equipment 
and endowments for research and 
teaching. 


The medical center will be domi- 
nated by a 20 story institute of med- 
ical research to be built at a cost 
of $6,000,000. Also planned for the 
center are nine other structures 
which will cost about $10,800,000. 


These will house a cancer clinic, 
urological institute, eye hospital, 
women’s hospital, school of nursing, 
children’s hospital, university clinic, 
an expansion of a general hospital 
and a neuropsychiatric clinic. 


Although the medical center dom- 
inates the master plan, funds are 
provided for buildings, research 
and teaching in law, dentistry, busi- 
ness, government, journalism, lib- 
eral arts, education, speech and 
music. 
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X-RAY PROTECTION 
METHODS & DEVICES 


RAY PROOF LEAD IN- OPERATORS’ WINDOWS 
SULATED PARTITION 
BLOCKS RAY PROOF GLASS 


RAY PROOF FURRING FILM PASS BOXES 


19, Ge oo 64010) mn 8 OPP OD Ot X-RAY PROTECTIVE 
PANELS SCREENS 
LEAD LATH LIGHT PROOF SHADES 


LEAD COVERED NAILS AND FRAMES 


PREPARED PLASTER RAY PROOF LOUVERS 


LEAD LINED DOORS LIGHT PROOF LOUVERS 





Manufacturers of materials and products for 
X-Ray Protection and Light Proof Shades 


& 
Write for details and descriptive folder 


RAY PROOF CORPORATION 
330 E. 26th Street New York 10, N. Y. 


Agents in principal cities 
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Speed of application ... conveni- 
ence of removal . . . economy, 
| characterize this superior wound 
clip of finest non-corrosive nickel 


Proper angulation and regis- 
tered alignment of teeth allow 
them to penetrate only the super- 
ficial skin so that they approxi- 
mate the wound margins with 
minimum pressure ... reduces the 
posibility of a pressure necrosis. 


Following the period of in situ, 
removal is facilitated by simply 
compressing the integral "spurs" 
with a Propper applying-removal 
forceps or other hemostat. Sera- 
ture Wound Clips may be steri- 
lized and used repeatedly... 
greater economy for budget- 


Your dealer can supply you 


PROPPER MANUFACTURING 


10-34 44th Drive, Long Island City 1, 








LOOKING AHEAD 
with the 
AMERICAN JOURNAL OF NURSING 


Among the 30 special articles in the March Journal, 


three particularly merit special attention by the mem- 


bers of your nursing staff. 


In the handling of THERMAL BURNS the pre- 
vention or alleviation of shock by the speedy resto- 
ration of balance between red blood cells and plasma 
is a prime essential and nurses will find the paper 
on this subject one of the most useful ever available 
to them. Read with special care its methods for as- 
sessing the extent of the injury and the specific shock 
therapy technics. 


Another bang-up March paper sheds new light on 
the subject of RHEUMATIC FEVER IN CHIL- 
DREN, dread No. 1 school-age killer: full recovery 
is particularly dependent on efficient nursing care, 
and this useful paper suggests many a sound pro- 
cedure during the always-difficult convalescent stage. 


That disease is always mental as well as physical is 
splendidly brought out in a third March paper UN- 
DERSTANDING THE ADOLESCENT. Many are 
the psychological problems involved in handling the 
ill teen-ager and these are analyzed and clarified in 
this helpful contribution to a too-frequently-over- 
looked aspect of nursing. 


Typifying as these three articles do the entire thirty 
or more timely reports in one representative num- 
ber, the reason becomes clear why the use of the 
Journal by hospital nurses is so steadily and rapidly 
expanding. If your nurses are not yet among our reg- 
ular readers, use the convenient order form TODAY. 


THE AMERICAN JOURNAL OF NURSING 
1790 Broadway, New York 19, N. Y. 


Please enter the following subscriptions: 


One year $3.00 0 Two or more one-year 
Two years $5.00 1 subscriptions at $2.50 each 1 


NAME 





ADDRESS 





CITY, ZONE, AND STATE_____. 
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McGILL SUMMARY ON COMMODITIES: 





A Test Period for Wages, Costs and Prices 


HE DIE WAS CAST irretrievably 

the moment President Truman 
advocated an increase in wage rates 
of 1814 cents an hour for steel work- 
ers, after which OPA raised the gen- 
eral price list of steel products. 
However, studies show that the 
price increase is of a limited char- 
acter. Steel operations must exceed 
75 per cent of capacity before earn- 
ings begin to show up favorably. It 
is believed that the decision made 
in the case of steel is the general pat- 
tern for all industry irrespective of 
contrary declarations of government 
officials. No industry will be com- 
placent while underneath the sur- 
face there is an attitude that dis- 
crimination has been practised. 


Now we are passing through a 
test period where adjustments in 
wages, costs, and prices must be 
consummated before progress can 
be expected. Meanwhile there will 
be more shortages because produc- 
tion is dragging. There is no indi- 
cation of quick recovery. Thou- 
sands of the smaller industries are 
operating on a part-time schedule 
due to the shortage of materials and 
small parts. The steel strike created 
a setback for industry that will con- 
tinue for at least six months. A mild 
depression is in progress. This is 
illustrated by noting that at the 
time of cessation of hostilities in 
August the Federal Reserve Index 
of over-all physical volume of pro- 
duction was 186 compared with a 
war peak of 247 in November 1943. 
A let-down was expected and the 
Index dropped to 170 by December. 
Primarily because of strikes, the 
preliminary estimate for February 
was 155, 37 per cent below the war 
peak. 






126 


H. N. McGILL 


EDITOR, McGILL COMMODITY SERVICE 
AUBURNDALE, MASSACHUSETTS 


It is paradoxical that the pro- 
duction setback has occurred at a 
time when the strongest economic 
platform in any peacetime era is 
evident. Production has dropped 
radically in the face of an over- 
whelming replacement demand for 
practically all fabricated products. 
This huge demand for raw mate- 
rials, machinery, finished goods, 
and foodstuffs is not confined to 
domestic markets. The needs for 
replacement goods in Europe and 
eastern empires are more urgent 
than at home. The magnitude of 
the pent-up demand reaches stag- 
gering proportions. A survey re- 
cently completed by our research 
department indicates that manufac- 
turers are laboring against a back- 
log of unfilled orders which extends 
from a minimum of six months to 
more than a year. Opportunities 
for new and existing business are 
without parallel. 


Consideration must be given to 
the huge amount of money in cir- 
culation—the direct result of the 
astronomical sums spent to finance 
the war. The amount of money cur- 
rently in circulation is 289 per cent 
higher than in August 1939. The 
ability to buy is considered. In- 
dividual savings during the past 
five years probably exceed the $140 
billion mark. Much of that sum will 
be spent the moment goods again 
are available in volume. Disregard- 
ing temporary unemployment of 
strikers, there is virtually no unem- 
ployment, when compared with the 
8,400,000 jobless immediately pre- 











ceding the outbreak of war. There 
is no question of domestic and 
foreign replacement demand, the 
amount of money available, and 
the ability to buy, but consumers 
must wait until wages, costs, and 
prices are restored to a ratio aligned 
with existing conditions. No one 
can be pessimistic regarding the 
ultimate postwar boom. 


Regardless of existing obstacles, 
1946 will compare favorably with 
any former peacetime period, but 
the records will fall far short of po- 
tential possibilities. It is probable 
that by mid-year many of the key 
controversies will be settled, and 
during the closing six months of 
1946 a substantial degree of recov- 
ery will be witnessed. However, un- 
der the most favorable conditions 
the dent in the backlog of unfilled 
orders will not be particularly im- 
pressive. 


Commodity Price Trends—There is a 
definite correlation between money, em- 
ployment, purchasing power, profit mar- 
gins, and commodity prices. The latest 
McGill Composite Price Index now stands 
78 per cent above 1939, and although ex- 
tension of controls will prevent runaway 
characteristics, economic factors exist 
which will result in a creeping upward 
trend. It is anticipated that the prices in 
a year will be 10 to 15 percent higher. 


Drugs and Chemicals—The price struc- 
ture for drugs and chemicals is currently 
stable. Time will be required to liquidate 
surplus government stocks, and dumping 
procedure will not be permitted if it has a 
forceful effect upon the price structure. 
There is every assurance that demand will 
remain heavy, because of replacement re- 
quirements which developed during the 
war. Fortunately there is more than an 
adequate production capacity. 


We are impressed by the important 
fact that the underlying trend of produc- 
ing costs is upward in practically every 
industry throughout the nation, and the 
most vital influence is rising wage rates. 
In the general list of drugs and chemicals 
it is advisable to maintain some pro- 
tective reserves. 


Paper Products—The industry is chalk- 
ing up an enviable record in actual pro- 
duction, but there is no sign of an early 
balancing of supply-to-demand ratios. Dur- 
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B-D 
ASEPTO 
SYRINGES 


B-D 
HYPODERMIC SYRINGES 
AND NEEDLES 


FEVER 
THERMOMETERS 


/ 


BD Es 
ACE BANDAGES | a / 
( @ The quality of these prod- 


ucts has been maintained 
by the use of carefully se- 


lected material, quality 
; 


workmanship and rigid in- 


spection. They are available 


B-D ? 
MANOMETERS wr through your dealer. 





PURCHASING 


ing the war, production for normal con- 
suming channels was cut to the bone and 
quality lowered. Inventories at war’s end 
were at the bottom of the barrel. Consum- 
ing industries are striving to rebuild in- 
ventories, first to cope with the huge de- 
mand, and second, to avoid higher prices. 

Per capita consumption of paper in the 
postwar era will exceed the prewar level 
by a broad margin. Further purchases of 
mills by principal paper consumers are 
under advisement, and this will aggravate 
the maladjustments of distribution. De- 
mand for all types of finished paper will 
overtax productive capacity throughout 





the current year, and even by early 1947 
a backlog of unfilled. orders will exist. Ad- 
vice is to negotiate on a maximum basis, 
stressing the importance of quality. 


Cotton Goods—A materially heavier flow 
of cotton goods into consuming markets 
should be possible — particularly _ shirts, 
shorts, suits, women’s cotton dresses, and 
similar garments. They have been off the 
market because prices, formerly set by com- 
petition, are inadequate under current 
cost conditions. The price adjustment 
should have been undertaken some months 
ago. The lack of stability in the raw cotton 
































Now Offered with Detachable Blade and Thickness Gauges 


Modified Blair-Brown Skin Grafting Knife with 
Marck’s Thickness Determining Attachment 


At the suggestion of many users, the new 
Blair-Brown Skin Grafting Knife is now 
offered with a detachable blade and the 
Marck’s Thickness Determining Attachment 
is now furnished with a set of four copper 
plate gauges for accurately regulating the 
thickness of the desired skin graft from 6 to 36 
thousandths of an inch in 2 thousandths inch 
steps: In.use, the gauges are selected for 
the desired thickness and are then placed 
between the knife edge and the threaded 
grip rod as shown in illustration ‘‘ H’’ above. 
The knurled thumb screws at both ends of 
the Marck’s Attachment then are adjusted 
until the space between the grip rod and 
knife edge provides a light tension on the 
gauges. 

The detachable blade feature greatly re- 
duces the cost of using the knife since extra 
blades are inexpensive and make it possible 
to own the equivalent of five knives at less 
than the former cost of two knives. These 
blades are made of razor steel and when 


Alce| 


Sa 


Ss. 


A. 


ALOE 


1831 Olive St. 


properly stropped by the emery flour method 
before each operation have been used in 
twenty or more operations before needing 
honing. A honing tube, ‘‘E,’’ is supplied 
with each knife to facilitate changing the 
angle for proper honing. A metal container 
which will hold seven biades is also included 
for use in storing and sterilizing the blades. 


B-B967 — Modified Blair-Brown Skin Graft- 
ing Knife, ‘‘B,’’ complete with one blade, 
Marck’s Thickness Determining Attach- 
ment and set of four 


B-B968 — Modified Blair-Brown Skin Graft- 
ing Knife, ‘‘D’’ (same as above but with- 
out Thickness Determining 
Attachment) 


B-B970 — Blair-Brown Knife 
Blades only, each 
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market is the retarding factor. If ceili 
are not adopted manufacturers will 
stymied. 

The principal excuse for the low rate of 
production has been the lack of a proper 
price incentive. Now, if another squeeze 
occurs, production would again suffer, sind 
OPA would have no alternative other tian 
to again adjust price lists upward. ‘If his 
results in considerable pressure for a price 
ceiling on cotton and assurance of svine 
degree of stabilization. A sizable flow of 
goods should enter the market soon, [irst 
because considerable quantities of goods 
have been held back from the market 
pending higher prices, and second, the un- 
derlying trend of preduction is definitely 
upward. However, for some time supplies 
will be limited and clients should con- 
tinue to purchase aggressively, endeavoring 
to build up some protective reserves. 


Bituminous Coal—Production is hold- 
ing up well in excess of year-earlier fig- 
ures. There is no longer any danger of 
inadequate supplies. Concern is expressed 
over the attitude UMW will assume when 
the present agreement expires on April 1. 
Our economy could not stand a prolonged 
coal strike without disastrous results, par- 
ticularly in view of the avalanche of strikes 
which have occurred since the first of the 
year. In view of the pattern set by the 
steel industry, it is anticipated that wage 
rates will be elevated. As labor represents 
60 per cent of the cost of production at 
the mines, a substantial wage increase will 
result in higher prices. This will further 
encourage the shift from coal to oil as a 
fuel. In view of underlying trends, it is 
advisable to add to inventories over the 
near-term weeks. 


Fuel Oil—Fundamentally, the statistical 
position will improve. Stocks of residual 
fuel oil as of March 1 were down substan- 
tially as compared with a year earlier, and 
stocks of distillate fuel were moderately 
lower. The recent boost of 10 cents a bar- 
rel will encourage a greater productive ef- 
fort, and pressure is being brought to bear 
on OPA for complete abolishment of oil 
ceilings. Even if there is a temporary 
strengthening movement, it is doubtful 
that there will be any halt in the general 
shift from coal to oil consumption. Fairly 
severe competition from a_longer-range 
standpoint is visualized. Currently, it is a 
question of negotiating for near-term 
needs. 


Gasoline—Stocks have increased in a 
comparatively substantial manner during 
the past year, and it is definitely known 
that there is an adequate productive ca- 
pacity in the background. Not until the 
number of automobiles on the roads is 
comparable with prewar levels is a rate 
of consumption anticipated that will tax 
the ability to produce. It is doubtful if 
the supply-to-demand ratio will strengthen 
to any marked degree along seasonal lines. 
A moderate price weakness would not be 
surprising later and a restricted purchas- 
ing policy is recommended. 


Groceries—There are many rumors o! a 


HOSPITALS 











ALEXIAN BROTHERS OVERHEAD FRAME 
ieee eae ee No. 335 


Made of sturdy, non-rotatable 
steel tubing. The arms may be 
adjusted from either side—ab- 
duction of leg or arm, or both 
are easily obtained. Wide abduc- 
tion may be had at foot of bed 








for arm or leg traction, Buck’s 


extension, Russell traction or 


Hodgen’s suspension. Pulleys 


may be moved in and out to al- 
low varied angle of traction and 


suspension. 


Write for Literature 


DePUY MFG. CO. 


WARSAW, INDIANIA 


50 Years of Service to the Hospitals 











SAFEST SURGICAL TUBING YOU CAN BUY 
For Blood, Parenteral Fluids, Blood, Etc. 


DUSTLESS—CHEMICAL-FREE—SEAMLESS 


Muel-Tex Tubing is inner surface sealed for safety. It is dust-free, 
manufactured by a method in which the inner surface is never 
exposed to air or dust of any kind. An inner protecting seal of 
cocoanut oil soap protects this inner surface from air borne con- 
tamination until the final washing and sterilization before use .. . 


Muel-Tex Tubing is seamless. Its perfectly smooth inside wall has 
no pits, cracks or crevices to complicate thorough cleansing. Muel- 
Tex gives you longer service life, too: it withstands many sterili- 
zations... 


Muel-Tex Tubing contains no chemicals. It is produced without 
use of acids or mineral salts for coagulating the rubber, so neither 
these chemicals nor their decomposition products can cause trou- 
ble when you use this better latex surgical tubing. 


Muel-Tex Latex Tubing on Handy Fifty-Foot Reels 


Is Inner Surface Sealed for Safety Six Useful Sizes for Most General Needs 
RG-701 Muel-Tex Tubing, V3” x 1/32” $1.92 
yY RG-702 Muel-Tex Tubing, 3/16” x 1/16”....R $2.36 
V Mi Ki F ER CoO RG-703 Muel-Tex Tubing, 3/16” x 3/32”... 
@ & ® RG-706 Muel-Tex Tubing, 4” x 1/16” 
RG-707 Muel-Tex Tubing, 4” x 3/32” 
SINCE 1895 RG-710 Muel-Tex Tubing, 5/16”x 1/16”... 


408 So. HONORE STREET CHICAGO 12, ILLINOIS Prompt Delivery from Stock 


— 
— sso 
——— 
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PURCHASING 


return of food rationing but that view- 
point is not substantiated by the known 
facts. Although the food-to-Europe pro- 
gram has been radically revised and the 
new set-up calls for a materially heavier 
tonnage, it is difficult to conceive how the 
goals can be realized in view of the box 
car shortage and other natural obstacles. 
The underlying trend of food prices is 
definitely upward, reflecting not only the 
tightening in the supply-demand ratio, 
but also increased producing costs. A basic 
change is entirely contingent upon the 
magnitude of the 1946 crops; acreage goals 
have been revised upward, and if normal 
growing conditions are again witnessed 
and if yields per acre are normal, then 
record-breaking output next fall can be 
anticipated. However, that is long range 
speculation and no one can foresee with 
any degree of accuracy what the final har- 
vest will be. A firm price structure for 
groceries is assured over the near term. 


Butter—Production is only a small frac- 
tion of the prewar complement, and cold 
storage holdings are at a new seasonal low. 
The only answer to the shortage is an up- 
ward revision in prices, broadening profit 
margins to the point that will encourage 
diversion of milk into butter rather than 
other products. Higher prices are clearly 
indicated, and an aggressive purchasing 
policy is recommended. 


Cheese—The economic and _ statistical 








MONTHLY INDICES FOR HOSPITALS 


Mar. 
1939 
68.2 
71.3 
54.6 
73.6 58.2 
70.2 = 70.2 
96.7 103.8 
96.0 107.9 
99.1 99.8 


Mar. 
1940 
70.5 
17.3 
64.5 


ALL COMMODITIES!...... 
Industrial! 

Agricultural! 

Livestock! 

WOU sn oh 
Factory Employmen?2........ 
Factory Payrolls” 

Cost of Living” 


4McGill Index—i926=100 
2Bureau of Labor Index 


Food—1926=100 
} 1939=100 


tEstimated 


Mar. 

1942 
95.4 
93.7 
87.7 


Mar. 
1944 


Mar. 
1945 


Feb. 
1946 
112.4 
107.2 


Mar. 
1941 
* 76.5 
82.0 
64.2 
76.6 
15.2 
122.7 
145.9 
101.2 


Mar. 
1943 
104.7 

95.7 

99.4 
133.9 
107.4 
174.6 
318.0 
122.8 


133.3° 
107.9° 
121.0t 
215.0t 


130.5t 131.0 


*Latest Index (weekly) 





Employment 

Payrolls 

Cost of Living 
position remains exceedingly strong. Pro- 
duction will continue at record-breaking 
levels for the year, but cold storage hold- 
ings are under average, heavier quantities 
are earmarked for shipment under the 
food-to-Europe plan and hence, there will 
be no opportunity for stockpiling. Upward 
price revisions were permitted last month, 
and there will be no deviation from the 
maximum levels during the months ahead. 
Protective reserves for forward consuming 
account are advocated. 


Eggs—There are many cross currents, 
but the advisability of being too hasty for 
negotiating heavily for seasonal account 
is questioned. The number of laying flocks 


will be cut down drastically as a result of 
the new feed-grain set-up. Equally im- 
portant, under the food-to-Europe pro- 
gram, is that heavier shipments of dried 
eggs are assured. On the other hand, pro- 
duction is now expanding rapidly along 
seasonal lines. Indicated output will ex- 
ceed demand, permitting cold storage 
holdings to rise in a more forceful manner 
than last year. Increased supplies of meats 
over the near-term period will tend to 
curb per capita egg consumption. It is 
predicted that the market will be under 
some adverse pressure from time to time, 
and clients are advised to wait before con- 
sidering commitments. 








The Original 
NEUTRA-TONE 


lay 


Introduced in 1940 
(See Ad at right) 


Call the “Y and E” 
Representative 
in your city 


WHAT’S DESK COLOR 


TO DO WITH OFFICE EFFICIENCY ? 


*A warm, soft, neutral 
gray finish, with scien- 
tifically correct reflec- 
tion factor. 


SCIENTIFIC studies of eye fatigue inspired our development 
of new, warm Neutra-Tone Gray Finish. We applied it to the 
stream-lined System-planned Style-Master Steel Desk. The 
result? A desk that is the perfect aid for your working hours. 

Remember—the clash of inharmonious surroundings and 
the confusion of glaring contrasts— wears down executives 


and office workers as surely as does noise. 


YAWMAN AND ERBE MFG. 


\ 1061 JAY STREET @ ROCHESTER 3, N. Y. J 
a 





FREE—Write for comt- 
plete catalog of seventy- 
five models for every 
office worker from exec- 
utive to junior clerk. 
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OG The initial cost of Capital Cubicles is the 
lowest in the market. There are no maintenance costs 
to consider! 


TLE LE Any mechanic can install Capital 


Cubicles. They are delivered complete, each cubicle 
and curtain numbered ... with plan sheet and detailed 
instructions. If desired, we will make installations at 
nominal cost. 


Ut Maas @i dt eles eel Capital Cubicle’s 


patented features prevent hooks from catching or 
jamming, and assure quick, quiet and dependable 
operation. 

Curtain hooks operate inside the 
track. They cannot scratch finished surface...and 
cannot be removed or lost! 

COSA Capital Cubicles are smartly stream- 
lined in appearance. Metal parts are of sturdy brass 
tubing and bronze fittings, finished with heavy chrome 
plate. The curtains, non-transparent and sanforized, 
are available in white and restful, fast colors; sub- 
stantial rust-proof eyelets will not pull out or stain. 
the cloth. 


WRITE FOR INFORMATIVE, 
ILLUSTRATED FOLDER J-3 


eS . « « include rough 
sketch of rooms in- 


dicating beds as shown, 





We will submit plans, 


specifications and cost. No 








obligation, of course! 


CAPITAL CUBICLE CO., INC. 


213—25th ST., BROOKLYN 32, N. Y. 


TEL, SOUTH 8-9365 e AGENTS IN PRINCIPAL CITIES 
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Manufacturers of 


ELECTROMATIC HOT 
FOOD TABLES 


CANTEEN FOOD TRUCKS 


DISH, SCULLERY AND 
KITCHEN SINKS 


DIET KITCHEN SINKS 
AND CABINETS 


STEAM JACKETED 
KETTLES 


MEAT ROASTING 
KETTLES 

PANTRY AND SALAD 
COUNTERS 

REFRIGERATED WORK 
TABLES 


BAKERS’ WORK TABLES 
VEGETABLE BIN TABLES 
CAFETERIA COUNTERS 
LUNCH COUNTERS 
SHORT ORDER STATIONS 
SAUCE PAN RACKS 
CANOPIES 

BAIN MARIES 

STEAM TABLES 
REFRIGERATORS 
COFFEE URNS 

URN STANDS 

WORK TABLES 

PLATE WARMERS 
BACK COUNTERS 
CEREAL COOKERS 


COMBINATION 
COOLERS 


WATER COOLERS 
FOOD CONVEYORS 
TRAY CONVEYORS 
DISH TABLES 

DISH TRUCKS 
COLD PANS 
PASTRY CASES 


Check your needs now! 





WHEN BUYERS MAKE EXACTING 


by ran 


FOOD SERVING 
EQUIPMENT IS 


Outstanding! 


The success of modern food 
preparation installations 
depends upon the accuracy 
and functioning of these 
major requisites: 


7 Preliminary Analysis and 
Planning 


2 Designing and Engineering 
S Precision Installation 


At Southern, these are by- 
words—and at modern 
establishments everywhere, 
the buy-word is “Custom- 
bilt by Southern.” For, here 
is found the utmost in anal- 
ysis and planning by engi- 
neers whose designing is as 
precise as the final installa- 
tion itself —all of which 
brings an operating effi- 
ciency unsurpassed. The 
ultimate success of culinary 
divisions leans heavily but 
assuredly on food serving 
equipment “Custom-bilt by 
Southern.” 


OF adhe sis EQUIPMENT CO. 


5017 SOUTH 38TH STREET 


ST. LOUIS, MISSOURI 


OFFICES: DENVER - DALLAS - MIAMI - BOSTON - PITTSBURGH 








Councils Name 1946 
Committee Members 


Association committee members 
appointed for 1946 by chairmen of 
five councils have been approved by 
the Coordinating Committee. The 
appointees will hold office until the 
next convention and will work on 
various projects designed to study 
and improve hospital care through- 
out the country. Committees and 
the councils under which they will 
serve follow: 


ADMINISTRATIVE PRACTICE 
Accounting and Statistics 


Charles Roswell, chairman, United 
Hospital Fund, New York City; E. H. 
Ertel, Community Fund in Philadel- 
phia, Philadelphia; Arthur H. Hibson, 
New Haven Hospital, New Haven, 
Conn.; M. Ray Kneifi, Catholic Hospi- 
tal Association, St. Louis, and Robert 
Reeves, Rochester General Hospital, 
Rochester, N. Y. 

Consultants: Leslie D. Reid, Pres- 
byterian Hospital, Chicago; Halbert 
L. Dunn, M.D., Bureau of Vital Statis- 
tics, Washington, D. C.; Edwin L. 
Crosby, M.D., Johns Hopkins Hospital, 
Baltimore; Stanley A. Pressler, In- 
diana University School of Business, 





: 7 
INDUSTR 
EDUCATION 


screnct 


+ SHOPS 


HOSPITALS 


SHELDON’S long, continuous, and suc< 
cessful laboratory experience; efficient 
planning service, and unsurpassed pro- 
duction facilities combine to provide 
the utmost in utility and economy in 
Hospital Equipment. Let our Engineers 
help you plan your Central Supply, 
Sterilizing Rooms, Nurses’ Stations, 
Film Processing Rooms, Pharmacies, 
Laboratories, and other adjunct service 
areas. Also Nurses’ Training Science 
and Dietetics Laboratories. 


Write for SHELDON'S 
new catalog of Hospital 
Fixed Equipment — a 
catalog showing com- 
plete Hospital Equip- 
ment and plans for func- 
tional rooms. 


eH. SHELDON « company 


MUSKEGON, MICHIGAN 


Bloomington, Ind., and F. Ross Por: 
Duke Hospital, Durham, N.C. 


Children’s Hospital 


Mabel W. Binner, R.N., chairman, 
Children’s Memorial Hospital, Chi- 
cago; Roger Sherman, Children’s Hos- 
pital, Akron, Ohio; M. P. Tanner, Buf- 
falo Children’s Hospital, Buffalo, N. 
Y.; R. M. Porter, Children’s Hospital, 
Columbus, Ohio; Gertrude R. Folen- 
dorf, R.N., Shriners’ Hospitals for 
Crippled Children, San Francisco; 
Alma F. Vaupel, Milwaukee Chil- 
dren’s Hospital, Milwaukee; Edward 
P. Street, Children’s Hospital, Phila- 
delphia; Elizabeth McGregor, Gillette 
State Hospital for Crippled Children, 
St. Paul, and J. E. deBelle, M.D., Chil- 
dren’s Memorial Hospital, Montreal, 
Quebec. 


Personnel Relations 


James W. Stephan, chairman, Ault- 
man Hospital, Canton, Ohio; Dorothy 
A. Hehmann, New Haven Hospital, 
New Haven, Conn.; R. Oswald Daugh- 
ety, Hermann Hospital, Houston; Carl 
I. Flath, Charlotte Memorial Hospital, 
Charlotte, N. C.; W. B. Forster, The 
City Hospital of Akron, Akron, Ohio; 
Robert S. Hudgens, Medical College 
of Virginia—Hospital Division, Rich- 
mond, Va.; Alden B. Mills, Hunting- 
ton Memorial Hospital, Pasadena; 


Jane Carlisle, St. Luke’s Hospital, 
Cleveland; E. Dwight Barnett, M.D., 
Harper Hospital, Detroit, and Harold 
C. Mickey, Duke Hospital, Durham, 
N.C; 


Housekeeping 


Anthony J. J. Rourke, M. D., chair- 
man, Stanford University Hospitals, 
San Francisco; Miriam Curtis, R.N., 
Syracuse Memorial Hospital, Syra- 
cuse, N. Y.; Mrs. Alta La Belle, Mi- 
chael Reese Hospital, Chicago; George 
E. Burt, Piedmont Hospital, Atlanta, 
Ga.; Mrs. Florence Mooers, Sheppard 
and Enoch Pratt Hospital, Towson, 
Md.; Edythe Grabau, Presbyterian 
Hospital, New York City, and Leroy 
P. Cox, Woonsocket Hospital, Woon- 
socket, R. I. 


Standard Forms 


Anthony J. J. Rourke, M.D., chair- 
man, Stanford University Hospitals, 
San Francisco; Karl S. Klicka, M.D., 
Woman’s Hospital, New York City; G. 
W. Brugler, M.D., University Hospi- 
tals of Cleveland; Lawrence J. Brad- 
ley, Strong Memorial Hospital, Roch- 
ester, N. Y.; E. D. Barnett, M.D., Harp- 
er Hospital, Detroit, and W. L. Wilson 
Jr., George F. Geisinger Memorial 
Hospital, Danville, Pa. 


Purchasing, Simplification and 
Standardization 


Everett W. Jones, chairman, The 
Modern Hospital Publishing Co., Chi- 
cago, Ill.; Neal R. Johnson, vice-chair- 
man, and chairman, Division on Sim- 
plification and Standardization; C. O. 
Auslander, vice-chairman, and chair- 
man, Division on Purchasing and In- 
stitutes. 

Division of Simplification and 
Standardization —Neal R. Johnson, 
chairman, Johns Hopkins Hospital, 
Baltimore; C. O. Auslander, Michael 
Reese Hospital, Chicago; L. M. Arrow- 
smith, Department of Mental Hygiene, 
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EFFICIENCY... 


FOR HOSPITAL TECHNIC 


GOMCO Explosion-Proof 
SUCTION and ETHER UNIT 


Designed and built to the highest hospital standards, this 
de luxe Gomco Model 940 fulfills to the utmost the require- 
ments of general surgery where ether anesthesia is used in 
conjunction with suction. Extreme accuracy of control assures 
smoother anesthesia— plus the required degree of suction for 
drainage. Motor is enclosed; switch is of sealed-in design — 
both approved by the Underwriters’ Laboratories for use in 
ethyl-ether atmospheres. The neat, all-steel cabinet in white 
enamel with stainless steel top is in keeping with other 
sanitary surgery equipment. 


Contamination-Proof 


GOMCO BREAST PUMP 


Considered by many authorities 

the ultimate in breast pump 

design and performance, the 

Gomco Breast Pump safeguards 

against milk contamination. 

Operation, regulated by the 

MODEL 785 patient, is comfortable and 

quiet. This model is supplied 

with 2 glass nipple shields and rubber covers for standard 

4 oz. bottles. Overall design is neat, readily carried, easy to 
clean, Ask your dealer for details or write: 


Gomco Surgical Manufacturing Corp. 
820H E. FERRY BUFFALO 11, NEW YORK 











Repeat Performance 


A repeat performance before the same 
audience is difficult in any field, especially 
that of institutional finance. That is why B. 
H. Lawson Associates points with consider- 
able pride to its recent accomplishment in 
the City of Williamsport, Pennsylvania. 
This firm conducted a drive for $700,000 in 
Williamsport, a city of 44,000 people, begin- 
ning on November 1, 1945, for funds to erect 
the new, 100-bed Divine Providence Hos- 
pital. This drive concluded on February 3, 
1946, with $731,898 in contributions. 


Less than a year before the opening of this 
campaign for Divine Providence Hospital, 
Mr. Lawson directed a $600,000 drive in 
Williamsport for the expansion of Williams- 
port City Hospital. That campaign resulted 
in gifts of more than $748,000. 


The figures speak for themselves. In one 
year’s time Mr. Lawson succeeded in obtain- 
ing more than $1,479,000 from a city of 
44,000 people. 


If your institution is seeking professional 
counsel in the raising of funds for building, 
expansion, modernization, current expense 
or debt reduction, your inquiries will be 
welcome. A member of this firm is available 
for consultation at all times without obli- 


gation. 


B.H. Lawson Associates 


200 Sunrise Highway, 
Rockville Centre, New York 
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Albany, N. Y.; Cornelia C. Pratt, Or- 
ange Memorial Hospital, Orange, N. 
J.; Dewey Palmer, Hospital Bureau of 
Standards and Supplies, New York 
City; James F. Best, Society of the 
New York Hospital, New York City; 
Warren W. Irwin, Strong Memorial 
Hospital, Rochester, N. Y.; Paul L. 
Burroughs, Pennsylvania Hospital, 
Philadelphia; W. S. Brines, Central 
Maine General Hospital, Lewiston, 
Maine; William E. P. Collins, Staten 
Island Hospital, Tompkinsville, S. I., 
N. Y., and John Higgins, Deputy Com- 
missioner of Purchasing, State of New 
York, Albany, N. Y. 

Division of Purchasing and Insti- 
tutes—C. O. Auslander, chairman, 
Michael Reese Hospital, Chicago; A. 
C. Seawell, City and County Hospital, 
Fort Worth, Texas; O. K. Fike, Miami 
Valley Hospital, Dayton, Ohio; Rudolf 
G. Hils, Buffalo General Hospital, 
Buffalo, N. Y.; W. W. Butts, St. Luke’s 
Hospital, Bethlehem, Pa.; Waldo W. 
Buss, University Hospital, Ann Arbor, 
Mich.; Roy R. Prangley, University of 
Colorado School of Medicine and Hos- 
pitals, Denver; Hal Perrin, Kansas 
City General Hospital, Kansas City, 
Mo.; John A. Dare, Virginia Mason 
Hospital, Seattle; Martin H. Gerry III, 
Stanford University Hospitals, San 
Francisco, and William Klein, Uni- 
versity of Minnesota Hospitals, Min- 
neapolis. 

Advisory Members: William E. 
Braithwaite, Division of Simplified 
Practice, National Bureau of Stand- 
ards, Washington, D. C.; H.. M. Law- 
rence, American Standards Associa- 
tion, New York City; G. R. Stude- 
baker, Office of Surplus Property, U. 
S. Public Health Service, Washington, 
D. C.; Walter Kirkman, director, Na- 
tional Association of Purchasing 
Agents, State Department of Budget 
and Procurement, Baltimore; Albert 
Pleydell, vice president, National In- 
stitute on Governmental Purchases, 
Commissioner of Purchases, New 
York City, and M. T. MacEachern, 
M.D., American College of Surgeons, 
Chicago. 


PROFESSIONAL PRACTICE 


Committee to Cooperate with the 
American Dietetic Association 


Worth Howard, chairman, City 
Hospital of Akron, Akron, Ohio; E. 
Kirsch, M.D., Menorah Hospital, Kan- 
sas City, Mo.; L. V. Ragsdale, M.D., 
Butterworth Hospital, Grand Rapids, 
Mich., and Victor S. Lindberg, 
Memorial Hospital, Springfield, Ill. 


Committee to Cooperate with the 
American Registry of Physical 
Therapy Technicians 


M. V. Steele, M.D., chairman, Christ 
Hospital, Cincinnati; G. S. Luther, 
Loma Linda Sanitarium & Hospital, 
Loma Linda, Calif.; Esther Wolfe, 
R.N., St. Andrew’s Hospital, Minne- 
apolis, and John R. Stone, Menninger 
Hospital, Topeka, Kan. 


Committee to Formulate 


a Morbidity Code 


Wilmar M. Allen, M.D., chairman, 
Hartford Hospital, Hartford, Conn., 
Edwin L. Crosby, M.D., Johns Hopkins 
Hospital, Baltimore; Halbert L. Dunn, 


M.D., Bureau of Vital Statistics, Com- 
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merce Building, Washington, D.C., 
and Selwyn Collins, M.D., National 
Institute of Health, Bethesda, Md. 


Hospital Treatment of Alcoholism 


Morris Hinenburg, M.D., chairman, 
Jewish Hospital, Brooklyn, N. Y.; E. 
M. Bluestone, M.D., Montefiore Hos- 
pital for Chronic Diseases, New York 
City, and Willard L. Quennell, M.D., 
Union Memorial Hospital, Baltimore. 


Nurse Anesthetists 


Representative to the American As- 
sociation of Nurse Anesthetists. 

Frank R. Bradley, M.D., chairman, 
Barnes Hospital, St. Louis, Mo.; R. H. 
Bishop, Jr., University Hospitals, 
Cleveland; Nellie G. Brown, Ball 
Memorial Hospital, Muncie, Ind., and 
Edgar Blake Jr., Wesley Memorial 
Hospital, Chicago. 


Maternal Welfare 


Otis G. Whitecotton, M.D., chair- 
man, and representative to American 
Committee on Maternal Welfare, Uni- 
versity of Chicago Clinics, Chicago; 
Sister M. Reginald, R. N., Mt. Mercy 
Sanitorium, Dyer, Ind.; T. E. Broadie, 
M.D., Ancker Hospital, St. Paul, and 
Gerald W. Sinnott, M. D., Jersey City 
Medical Center, Jersey City, N. J. 


Rheumatic Fever 


E. L. Harmon, M.D., chairman, and 
representative to Council on Rheu- 
matic Fever of American Heart As- 
sociation, Grasslands Hospital, Val- 
halla, N. Y.; Gerald F. Houser, M.D., 
Massachusetts General Hospital, Bos- 
ton; Herbert Wortman, M.D., Moun- 
tainside Hospital, Montclair, N.J., and 
Mildred E. Smith, Children’s Hospital 
Society of Los Angeles, Los Angeles. 


Disaster, Relief and Epidemics 


Charles T. Dolezal, M.D., chairman, 
City Hospital, Cleveland; Dr. Dwight 
Barnett, Harper Hospital, Detroit, and 
Regina H. Kaplan, Leo N. Levi 
Memorial Hospital, Hot Springs, Ark. 


Representative to Committee on Practical 
Nursing 


Edgar C. Hayhow, Paterson Gen- 
eral Hospital, Paterson, N.J. 


Members of Joint Committee with 
Association of American Medical Colleges 
and Council on Medical Education and 
Hospitals of the American Medical 
Association to Study Interneships 
in the Present Emergency 


Leverett S. Woodworth, M.D., 
chairman, Massachusetts Memorial 
Hospital, Boston; A. P. Merrill, M.D., 
Home for Incurables, New York City, 
and F. Stanley Howe, Orange Memor- 
ial Hospital, Orange, N.J. 


Joint Committee with the 
National League of Nursing Education 


Nathaniel W. Faxon, M.D., chair- 
man, Massachusetts General Hospital 
and Massachusetts Eye & Ear Infirm- 
ary, Boston; Mildred Riese, Children’s 
Hospital, Detroit, and Leo M. Lyons, 
St. Luke’s Hospital, Chicago. 


Tuberculosis 


Robin C. Buerki, M.D., chairman, 
Hospitals of the University of Penn- 
sylvania, Philadelphia; William G. 


Childress, Grasslands Hospital, Val- 
halla, N.Y.; Robert Browning, 
M.D., Sunny Acres Sanatorium, War- 
rensville, Ohio; David A. Cooper, 
M.D., Hospitals of the University of 
Pennsylvania, Philadelphia; Moir 
Tanner, The Children’s Hospital, 
Buffalo, N. Y.; Herman A. Hilleboe, 
M.D., Division of Tuberculosis Con- 
trol, United States Public Health 
Service, Washington, D.C., and E. §., 
Mariette, M.D., Glen Lake Sanator- 
ium, Oak Terrace, Minn. Three of 
these members — Buerki, Childress 
and Tanner—are the representatives 
to the Joint Committee of the Ameri- 
can Trudeau Society. 


Pharmacy 


Chauncey D. Leake, chairman, 
School of Medicine, University of 
Texas, Galveston; Paul F. Cole, 
Michael Reese Hospital, Chicago; 
Troy C. Daniels, Ph.D., College of 
Pharmacy, University of California, 
San Francisco; Don E. Francke, Uni- 
versity of Michigan Hospital, Ann 
Arbor; E. R. Serles, M.D., College of 
Pharmacy, University of Illinois, 
Chicago, and Frank C. Sutton, M.D., 
Rochester General Hospital, Rochest- 
er, N.Y. 


Mental Hospitals 


Frederick MacCurdy, M.D., chair- 
man, commissioner, Department of 
Mental Health, State of New York, 
Albany, N.Y.; Clifton T. Perkins, 
M.D., commissioner of Mental Health, 
State House, Boston; Jess Freemont 
Bateman, M.D., Columbus State Hos- 
pital, Columbus, Ohio; M. A. Tar- 
umianz, M.D., Delaware State Hos- 
pital, Farnhurst, Del.; John R. Stone, 
Menninger Sanitarium, Topeka, Kas., 
and Samuel Warren Hamilton, M.D., 
USPHS, Bethesda Station, Washing- 
ton, D.C 


Representatives on Advisory 
Board for Medical Specialties 


Frank R. Bradley, M.D., Barnes 
Hospital, St. Louis, and Robin C. 
Buerki, M.D., Hospitals of the Uni- 
versity of Pennsylvania, Philadelphia. 


Volunteer Hospital Workers 


Wilmar Allen, M.D., chairman, 
Hartford Hospital, Hartford, Conn.; 
Howard S. Pfirman, Middlesex Hos- 
pital, Middletown, Conn.; Mildred 
Riese, Children’s Hospital, Detroit; 
Sister M. Paul, St. Vincent’s Charity 
Hospital, Cleveland, and Mrs. Esther 
Morris, R.N., Allegan Health Center, 
Allegan, Mich. ‘ 

Consultants: Marjorie Bartholf, 
John Sealy College of Nurses, Gal- 
veston, Texas; Mrs. Dalton K. Rose, 
Advisory Committee on Volunteer 
Service of Community Chests & Coun- 
cils, St. Louis; Eleanor Greenwood, 
Volunteer Service Bureau, Massa- 
chusetts General Hospital, Boston; 
Mrs. Margaret Stewart, Hartford 
Hospital, Hartford, Conn.; Mary Field, 
Salem Hospital, Salem, Mass.; Mrs. 
Bettina Jones, New Haven Hospital, 
New Haven, Conn., and Mary Switzer, 
Assistant to Federal Security Admin- 
istrator, WMPC, Washington, D.C. 


(The balance of the committees of 
the Council on Professional Practice 
and the committees of the other coun- 
cils will be published in the May 
issue.) 
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Companion PRODUCTS 
fee URINE ANALYSIS— 


ALBUMINTEST Tablet, No Heating Method for Quick 
Qualitative Detection of Albumin 

CLINITEST Tablet, No Heating Method for Detection of 
Urine-Sugar 

Both products provide simple, reliable tests that can be 
conveniently used and safely carried by physicians and 
public health workers. They are equally satisfactory for 
large laboratory operations. Clinitest is also available in 
special Tenite plastic pocket-size set for patient use. 


ALBUMINTEST — in bottles of 36 and 100 
CLINITEST —Laboratory Outfit (No. 2108) 


Complete Includes tablets for 180 tests; additional 
information tablets can be purchased as required. 
upon Plastic Pocket-Size Set (No. 2106) 
request. Includes all essentials for testing. 
Distributed through regular drug 
and medical supply channels. 
Elkhart, Ind. 


AMES COMPANY, INC. 








WHAT ELSE woud you 


like to know about your profession ? 


DO YOU keep in mind the fact 


that the Bacon Library has: 

BOOKS for loan. . watch for cur- 
rent reviews in HOSPITALS 
SPECIAL COLLECTIONS of mate- 
rial for research .. made to order 


. . loaned for one month . . with- 
out charge 


This service requires only that you 
send your question or describe your 
problem in a letter to the librarian 


Use the 
BACON LIBRARY 
of the 


American Hospital Association 
18 E. Division Street, Chicago 10 
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FOR DEPARTMENTAL 
LINEN MARKING 


MARKOGRAPH 


MODEL ‘*50” 
FOR HOSPITALS AND 
INSTITUTIONS 


The Markograph Model “50", designed 
and built to meet the specialized re- 
quirements of hospital and institution 
departmental laundry marking, is unique 
in its chosen field because of its many 
exclusive, patented features. 


Manual, ‘feather touch" operation. Full 
vision setting in one movement. Tilt 
head with positive lock while in oper- 
ating position. Disassembled for inspec- 
tion and cleaning in seconds... and 
without tools. Deep cut, legible charac- 
ters. Designed and built for smooth 
operation and volume marking. Low 
first cost... economical maintenance. 


Write for literature. 
You'll be glad you did. 


LAUNDRY MARKING MACHINES 
MARK-RECORDER SYSTEMS 
REPLACEMENT PARTS © SUPPLIES 











GET THE “INSIDE FACTS” ON 
HOW TO PREVENT DRAINAGE 


FROM BECOMING Daageroue / 





A“stopped-up” drain line in a hospital is dangerous! It may cause 
the water supply to be shut off... it offers a focal point for disease 
germs ...and often results in costly and messy repairs. Wherever 
plaster of paris, cotton, hair, lint, etc., slip into sinks and drains, 
this debris accumulates and clogs the drain lines. Josam, leading 
manufacturer of drainage products 
for over 35 years has perfected easily 
installed devices that eliminate this 
hazard. Why take further chances... 
it costs you nothing to get full infor- 
mation. Just clip ad and mail today. 


JOSAM MANUFACTURING CO. 
359 Empire Building « Cleveland 14, Ohio 
JOSAM-PACIFIC CO. 


SAN FRANCISCO, CALIFORNIA 
West Coast Distributors 


EMPIRE BRASS CO., LTD. 
LONDON, ONTARIO, CAN. 
Canadian Distributors 


JOSAM MFG. CO., 359 Empire Bldg., Cleveland 14, 0. 


Send free folder on 
Hospital Drainage Devices. rte 


seamed : FILL GUT 
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Fersonal News 





Mrs. ARTHUR B. TippING, for 25 years 
assistant superintendent at ‘Touro In- 
firmary, New Orleans, has retired from 
hospital work. Active at Touro for almost 
38 years, she joined 
the institution in 
1908 as director of 
the operation divi- 
sion. Three months 
later she was named 
director of nurses. 
When her husband, 
Arthur B. Tipping, 
hospital superin- 
tendent, died, she 
took the position of 
assistant superin- 
intendent. Four times she has served as 
the institution’s acting superintendent. 
Mrs. Tipping has no definite plans for 
the future. 


F. F. CALDERONI, M.D., has been elected 
president of the medical staff at Mercy 
Hospital, Brownsville, Texas. 


Mrs. RosaLBA V. KENNEDY has been 
named head of the housekeeping depart- 
ment at Woonsocket (R.I.) Hospital. 





W. A. PETERSON, business manager of 
Heights Hospital, Houston, Tex., has been 
elected president of the Houston Hospital 
Council, succeeding FRED WALTERS. 


Mrs. Leora SWANK has assumed the 
duties of director of nurses and nursing 
service at Memorial Hospital, Danville, 
Va. 


ETHELYN B. THORNTON has been ap- 
pointed head of Citizens’ Hospital, Talla- 
dega, Ala. 


CHARLES BREILING has resigned the po- 
sition of business manager of Fort Pierce 
(Fla.) Memorial Hospital. Mrs. W. L. 
RicHarbs has been appointed superintend- 
ent of non-professional personnel at the 
hospital. 


RALPH J. HENDRICKSON, C.P.A., has been 
appointed to the newly created post of 
comptroller at Presbyterian Hospital, Chi- 
cago. 


Joun C. VAN METRE has been appointed 
director of Portsmouth (N.H.) Hospital. 
He is a personal member of the American 
Hospital Association. 


R. W. BACHMEYER, recently separatcd 
from the Army, has taken up the duties 
of assistant director at Children’s Hospit::i, 
Boston. 


Lucy Masten, R.N., has resigned the 
position of director of nurses at Com- 
munity General Hospital, Reading, Pa., 
to accept a similar position at City Mem- 
orial Hospital, Winston-Salem, N.C. 





Jesse K. Morrison has resumed the 
position of administrator at Carrie Ting- 
ley Crippled Children’s Hospital, Hot 
Springs, N.M.., after 
serving three years 
as captain in the 
Medical Adminis- 
trative Corps of the 
Army. He replaces 
IRA V. BoLpT who 
has been serving as 
administrator in his 
absence. While in 
service, Mr. Morri- 
son served as con- 
trol officer and later 
as director of personnel at LaGarde Gen- 
eral Hospital, New Orleans. The Carrie 








The Ori 
NAME BEARING 


IDENTIFICATION BEADS 


ince 1920, this American-made product, carrying the 
infant’s surname, has given accurate identification 
service in American hospitals. Virtually indestructible, 
sanitary, attractive and inexpensive, it is used as neck- 
lace or bracelet, sealed on baby at birth. Time tested 
—with a quarter century of steadily growing. use—an 
unbroken record of protecting management, staff and 


baby. J. A. Deknatel & Son, Queens Village 8, (L.I.) 


ee 


DEKNATEL 


136 


ginal 


THE ORIGINAL 
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3 Agree On C._pp- 


7 


They may argue about 
politics or personalities, but 
on the subject of soap for 
patient care—hospital 
superintendents, purchasing 
agents and nurses are 

in complete accord. Yes, all 
three agree on C.P.P.! They 
know from experience that 
Colgate-Palmolive-Peet has 
a soap to fit every need—to 
please every patient. 










































COLGATE’S FLOATING SOAP 
is made specially for hospital use. Its 
purity, mildness and economy meet 

the most exacting hospital requirements. 










CASHMERE BOUQUET is a big 
favorite in private pavilions because 
women like the delicate perfume 

of this hard-milled luxury soap. 


And everybody likes PALMOLIVE! 
It meets the highest hospital 
standards in purity—a favorite with 
patients and nurses alike! 


: Call in your local C.P.P. representative and ask him to quote you 
Fon, prices on the sizes and quantities you-need, or write direct to: 


COLGATE-PALMOLIVE-PEET COMPANY 


JERSEY CITY 2, N, J. e ATLANTA 3, GA. ° CHICAGO 11, ILL. * MILWAUKEE 4, WISC. ° KANSAS CITY 3, KANS. ° BERKELEY 2, CALIF, 
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Tingley Crippled Children’s Hospital, a 
100-bed institution established in 1937, 
has 82 members in its fulltime personnel. 


MABEL Kour has been made superin- 
tendent of Clinton Memorial Hospital, St. 
Johns, Mich. 


Mrs. EDITH VooRHEES Rupp has assumed 
the superintendency of Durand (Mich.) 
Hospital, succeeding Mrs. JOHN CONKLIN, 
R.N., who plans to retire. 


Lee C. GAMMILL has been made admin- 
istrator at Georgia Baptist Hospital, At- 
lanta. 


MERRICK WELLS has been appointed ex- 
ecutive officer of the Veterans Adminis- 
tration Hospital, Fort Howard, Md. A 
major in the Medi- 
cal Administrative 
Corps of the Army 
since June 1943, he 
spent his entire 
military service at 
Newton D. Baker 
General Hospital, 
Martinsburg, W. 
Va., where his prin- 
ciple assignments 
were director of 
personnel and civil- 
ian personnel officer. He joined the hos- 
pital during its early construction and 
helped recruit and train its civilian staff. 
Prior to entering the service, Mr. Wells 
was assistant administrator at New York 





(N.Y.) Hospital, where he had also served 
as auditor. 


HaroLp T. PRENTZEL has resigned the 
positions of business manager of Friends 
Hospital, Philadelphia, and administrator 
of White Haven (Penn.) Sanatorium, 
which is now in the 
process of becoming 
a 240 bed tubercu- 
losis unit of the Jef- 
ferson Medical Col- 
lege in Philadel- 
phia. A personal 
member of the 
American Hospital 
Association, which 
he represents as a 
consultant to the 
War Assets Corpo- 
ration, government disposal agency for 
surplus property, Mr. Prentzel is also a 
fellow of the American College of Hospi- 
tal Administrators. In the Hospital Asso- 
ciation of Pennsylvania he has held the 
offices of president and executive secretary, 
and is now editor of the Bulletin of the 
association. He is also chairman of the 
organizing committee for the Commission 
on Hospital Care in Pennsylvania. Mr. 
Prentzel, who has no immediate plans for 
the future, will remain active in both posi- 
tions until his successors have been named. 


Mrs. SARA FRAZIER, R. N., has resigned 
the superintendency of McKinney (Texas) 
City Hospital and will be succeeded by 
Mrs. DELLA GAY 








Tue Rev. J. P. Meyer, D.D., superin- 
tendent of Evangelical Deaconess Hospi- 
tal, Milwaukee, since 1940, has resigned to 
accept a pastorate at the First Reformed 
Church, Detroit. 


I. N. R. Beatty has been elected presi- 
dent of Morris (Ill.) Hospital. 


AL GRANTHAM Jr., recently discharged 
Army captain, has been made business 
manager of Bozeman (Mont.) Deaconess 
Hospital. He spent four years in military 
service. 


HERBERT N. Morrorp has been ap- 
pointed director of Overlook Hospital, 
Summit, N. J., effective April 1. He takes 
on the position after approximately three 
years service in the 
Medical Adminis- 
trative Corps of the 
Army, having been 
on active duty since 
1943 in the United 
States and the Phil- 
ippine Islands, and 
receiving his hon- 
orable discharge 
with the rank of 
major in January of 
this year. Immedi- 
ately prior to entering the service, Mr. 
Morford was administrator of Franklin 
Square Hospital, Baltimore, and previous 
to that was director of Litchfield County 
Hospital, Winsted, Conn., and Prospect 
Heights Hospital, Brooklyn. He is a per- 
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sonal member of the American Hospital 
Association and a member of the American 
College of Hospital Administrators. 


Cox. Enso K. F. RONKER has been ap- 
pointed superintendent of Quincy (Mass.) 
City Hospital. 


Henry D. Stattey, M.D., has been ap- 
pointed medical superintendent at the Los 
Angeles (Calif.) General Hospital. 


MARGARET GRAUNKE, R.N.. has resigned 
the superintendency of Fort Memorial 
Hospital, Fort Atkinson, Wis. 





Mrs. ALBERT CRUTCHER, for the past 30 
years president of Children’s Hospital, 
Los Angeles, soon will relinquish the post. 





DouG PETERSON and JESSE REID have 
been named assistant administrators at 
North Carolina Baptist Hospital, Winston- 
Salem. 


Hazev ALKIRE has resigned the superin- 
tendency of Mary Sherman Hospital, Sul- 
livan, Ind., to become superintendent of 
Freeman Greene County Hospital, Linton. 
Ind. 


H. P. GLENDINNING has been succeeded 
by THomas GARDINER ASPINWALL as ad- 
ministrator of Chestnut Hill Hospital, 
Philadelphia. A personal member of the 
American Hospital Association, Mr. Glen- 
dinning will continue as president of the 
hospital’s board of trustees. 


J. Sumprer ANDERSON, M.D., has been 
elected president of the medical staff at 
Protestant Hospital, Nashville, Tenn. 


C. E. Ricumonp, M.D., is the new chief 
of staff at Memorial Hospital, Colorado 
Springs, Colo., succeeding Irvinc H. 
ScHwaB, M.D. 

EpMuND J. SHEA has returned to his 
position of assistant administrator at the 
Indiana University Medical Center, Indi- 
anapolis. The center includes the James 
Whitcomb Riley 
Hospital for Chil- 
dren, William H. 
Coleman Hospital 
for Women, and the 
Robert W. Long 
Hospital. Mr. Shea, 
who is a nominee 
of the American 
College of Hospital 
Administrators, 
served nearly three 
years in the Med- 
ical Administrative 
Corps, commanding 
a patient detachment at Tilton General 
Hospital, Fort Dix, N.J., later being as- 
signed to Thomas E. England Hospital, 
Atlantic City. 





NATHAN RALPH, M.D., has been named 
medical director at Rush Hospital, Phila- 
delphia, to succeed JoHN D. McLEAN, M.D., 
who died in November. Mrs. Rose H. 
HeEpsurN has been appointed business ad- 
ministrator of the hospital. 





R. Eine KRAABEL, R.N., has been 
named superintendent of nurses at | 
coness Hospital, Spokane. 


A. M. Counts has accepted the position 
of superintendent at Mullins (S.C.) ‘os. 
pital, succeeding Forbes MorGan, whi re- 
signed to work with a wholesale ‘rug 


firm. 


J. VAUGHAN Merrick has been elected 
president of South County Hospital, Wake- 
field, R. I. He succeeds Mrs. I. Peace 
Hazarpd who resigned the office several 
months ago. 


Louis SLATIN has been made personnel 
executive at Montefiore Hospital for 
Chronic Diseases, New York City. 





C. N. Hatcuer, administrator of Owens- 
boro-Daviess County Hospital, Owensboro, 
Ky., has been elected president of the 
Western Kentucky Hospital Council. 


James C. Fox Jr., M.D., formerly clinical 
professor of neurology at Yale University 
School of Medicine, has been appointed 
assistant medical director of Hartford 
(Conn.) Hospital. 


Joun F. Latcuam has joined the full- 
time staff of James A. Hamilton and As- 
sociates, Hospital Consultants, New 
Haven, Conn. Mr. Latcham recently re- 
turned from the Army in which he was 
a captain in the Medical Administrative 
corps, serving with the 29th General Hos- 
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Many hospitals, as well as other institutions, are discover- 
ing the efficiency and economy of the dishwashing 
machines that have been used for over 25 years by the 
Army and Navy. The Insinger assures you complete clean- 
ing and sterilization, embodies the newest improvements. 
Say “‘goodbye” to dishwashing headaches—write now 
for information on this easy-to-operate, easy-fo-clean 
modern miracle machine. 
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pital in the Pacific. Previous to the war, 
he was for several years business manager 
at the University of Colorado Medical 
School and Hospitals, Denver. He is a 
personal member of the American Hos- 
pital Association. 


Kittie MAE Mostey has been elected 
director of nurses at Columbia (S.C.) 
Hospital. 


Peter H. Huscu has been elected to fill 
the unexpired board term of Harry Lesser, 
deceased, and SYDNEY M. SHOENBERG JR. 
has been elected to the board position re- 
signed by his father at Jewish Hospital, 
St. Louis. Mo. 


Dr. LoweLt J. REED, director of the 
Hopkins School of Hygiene and Public 
Health, has been made vice president of 
Johns Hopkins University, Baltimore. His 
duties will pertain to the medical division 
of the university—comprising the school of 
medicine and the school of hygiene and 
public health—and to its relations with 
the hospital. 


LUELLA PATTERSON has joined the staff 
of Olean (N.Y.) General Hospital as clin- 
ical instructor through appointment to 
the faculty of the school of nursing at 
Alfred (N.Y.) University. 


The first administrative internship es- 
tablished at Sydenham Hospital, New 
York City, under its new ruling to include 
hospital management as a part of its pro- 
gram of training hospital personnel, has 
been awarded to FRANK B. Apair, first 


Negro to win this recognition in any 
voluntary hospital, according to Sydenham 
officials. Mr. Adair was awarded the ap- 
pointment after completing six months of 
a fellowship in hospital administration at 
the hospital. 


Max E. GerFen has resigned the posi- 
tion of administrator at James W. Sheldon 
Memorial Hospital, Albion, Mich., effec- 
tive April 15, to accept the superintend- 
ency of Conemaugh Valley Memorial Hos- 
pital, Johnstown, Pa. He is a personal 
member of the American Hospital Asso- 
ciation. 


Harry L. JOHNSON, M.D., has been ap- 
pointed chief surgeon at Chatham Memor- 
ial Hospital, Elkin, N.C., replacing Epb- 
MOND Rick, M.D., who resigned to resume 
his duties as medical missionary to China. 


SAM ParKER, M.D., alienist in the City 
of New York Department of Hospitals 
since 1929, has been appointed director of 
psychiatry in charge of all psychiatric serv- 
ices in the department. In addition to 
assuming his new duties, Dr. Parker will 
continue as director of psychiatric services 
at Kings County Hospital, New York City. 


“Deaths | 


AusTIN J. SHONEKE, superintendent of 
Litchfield County Hospital, Winsted, 


Conn., died March 2 at his home in that 
city. He was 59 years old. 


Mr. Shoneke joined Litchfield County 
Hospital in 1942 after having served for 
15 years as superintendent of New 
Rochelle (N.Y.) Hospital. He formerly 
had been with Mount Sinai Hospital, 
New York City, for six years, and also 
had been associated with Lutheran Hos- 
pital, New York City. 

A personal member of the American 
Hospital Association and a fellow of the 
American College of Hospital Adminis- 
trators, he leaves a widow and one son. 


RatF Coucn, administrator of the Uni- 
versity of Oregon medical school hospitals 
and clinics, Portland, died February 28 at 
that city after a prolonged illness. 

Born in Elgin, Ore., March 3, 1898, Mr. 
Couch was a 1923 graduate of the Uni- 
versity of Oregon. During World War I 
he served with the AEF medical division 
in France. Later he became executive sec- 
retary of the University of Oregon med- 
ical school, superintendent of the out- 
patient clinic, and, in 1939, administra- 
tor of the school. 

Mr. Couch was a personal member of 
the American Hospital Association and 
a member of the American College of 
Hospital Administrators, Western Hos- 
pital Association, Oregon Association of 
Hospitals, Portland Council of Hospitals 
and Northwest Hospital Service Plan. He 
is survived ‘by his wife and two children. 
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